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REPORT OF THE NATIONAL HEALTH SERVICES COMMISSION, 1942-44. 


COMMISSION. 


By His Excettency tue Ricur Honovuraste Sir 
Parrick Duncan, 4 Member or His. Masesty’s 
Most Honovraste Privy Covncin, 

_Granpd Cross or tHE Mosr DIstTINGUISHED 
OrpER oF Satnt MicuarL anp Saint GEORGE, 
ONE OF His Masresty’s CoUNSEL LEARNED IN THE 
Law, Docror or Laws, GovERNoR-GENERAL OF 

rue Union or Sourn AFRIcaA. 


'o : / 

Lieutenant-Colonel Henry Gluckman, M.P., 
M.R.C.S., L.R.C.P.—Chairman. : 

Dr. Christopher James Albertyn, Arts, M.D. 

Miss Bella Gordon Alexander, R.R.C. 

Arthur Lutley Barrett, Esquire. 

Dr. William de Villiers, K.C. 


Senator the Honourable 
_ Henderson. 


Captain Solomon Henry Kemp, M.R.S.1I. 

Mrs. Reintje Lugtenburg, B.A._ 

Dr. Francis Richard Luke, M.B., Ch.B. 

Dr. Abraham Marais Moll, M.P., M.B., Ch.B., 
M.D., M.R.C.P. 

Norman Arthur George Reeler, 
Secretary. ; 


Hsquire— 


GREETINGS : 
WHEREAS I have deemed it expedient to 


appoint a Commission for an enquiry: into the 
undermentioned matters. 


NOW, THEREFORE, reposing great trust and 


confidence in your knowledge and ability, I have — 


authorised and appointed and do by these Presents 
authorise and appoint you to be Commissioners to 
enquire into, report and advise upon :— 


(1) The provision of an organized National 
Health Service, in conformity with the modern 
conception of “ Health ’’, which will ensure 
adequate medical, dental, nursing and hospital 
services for all sections of the “people of the 
Union of South Africa. 


(2) The administrative, legislative and 
financial measures which would be necessary 10 
order to provide the-Union of South Africa with 
such a National Health Service. 


For the purposes of this enquiry the attention of 
the Commission is directed more particularly to the 
following matters :— 


(i) the provisions of the Public Health Act, 
No. 36 of 1919, as amended by Acts No. 36 of 
1927, No. 15 of 1928, No. 57 of 1935, Ne, 14 of 
1988 and No. 14 of 1940; 

(1i) the functions of the Department of Publhe 
Health in relation to the Department of Social 
Welfare; 

(iii) the relationship. between the Union 
Department of Public Health on the one hand 
and the Provincial Administrations and _ local 
authorities on the other hand; 

_ (iy) the organization of the South African 
Military Medical Services; 


(v) the Report of the Departmental Committee 


Enquiry on the ey ie of National Health. 


eae (U.G. 41—86); 


vi) the question of ‘¢ Free Hospital Services ”’ ; 
« q . 


KNIGHT + 
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(vil) the training of medical students, nurses, 
public health and sanitary officers, and other 
personnel necessary for public health services; 

(viii) the existing facilities for research 
services and their codrdination and extension; 
_(ix) the National Nutrition Council estab- 
lished by the Public Health Amendment Act, 
No. 14 of 1940: 

(x) the Housing Act, No. 35 of 1920, as 
amended by Acts Nos..5 of 1925 and 68 of 1934; 
the Additional Housing Act, No. 41 of 1937; and 
the Slums Act, No. 53 of 1934, as amended by 
Act No. 24 of 1937 

(xi) health education of the people. 


‘AND for the better effecting and enabling you to 
carry out the purpose of this, my Commission, I do 
hereby give and grant unto you full power and 


‘authority to examine such persons as you shall 


judge necessary or in your judgment may be 
required and by whom you may be better informed 


‘on the subject herein submitted for your considera- 
, tion and any matter connected therewith; and also 


to call for, have access to, obtain, extract from and 
examine all such Government books, documents, 
papers and records as in your judgment may be 
required, and as may afford information on the 
subject of this enquiry, and to enquire of and con- 
cerning the premises by all other lawful ways and 
means “whatsoever; 


AND I do further confer upon you, insofar as 
the Province of Transvaal is concerned, the powers, 
jurisdiction and privileges described in the Com- 
missions’ Powers Ordinance, 1902, of the Transvaal 


(Ordinance No. 30 of 1902). 
Gop SavE THE KING. 


GIVEN under my Hand and the Great Seal of 
the Union of South Africa at Pretoria this Twenty- 
fifth day of August One thousand Nine hundred 
and Forty-two. 


PATRICK DUNCAN, 


Governor-General. 


By Command of His Excellency the 
Governor-General-in-Council. 


H. G. LAWRENCE. 


REPORT. 


To His. Excenntency THE Ricur Honourable 
Nicotaas Jacosus DE Wet, A MrempBer oF His 
Masresty’s: Most HonovurasLe Privy Covuncit, 
OFFICER ADMINISTERING THE GOVERNMENT OF 
‘THE Unton oF SoutH AFRICA. 


MAY IT PLEASE YOUR EXCELLENCY : 


In terms of a Commission issued on the 25th day 
of August, 1942: We, your Commissioners, were 
appointed to enquire into, report and advise upon— 


(1) The provision of an organized National 
Health Service, in conformity Path the modern 
conception of ‘‘ Health ’’, which will ensure 
adequate medical, dental, nursing and hospital 
services for all’sections of the people of the Union 


of South Africa. 


(2) The administrative, legislative and 

_ financial measures which would be necessary in 

order to provide the Union of South Africa win 
such a National Health Service. — 


We have now the honour to submit to your 
Excellency our report. | 
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CHAPTER I. 


PART I. 


Introduction and Preview. 


CHAPTER I. 


HISTORICAL. 





1. This chapter is presented not as a history of 
public health in South Africa, but rather as an 
attempt to trace the gradual movement towards the 
organizing on national lines, and the financing 
from public funds, of services pertaining to health, 
which. culminated in the appointment of - the 
Commission. 


2. Records of the early days of settlement in 
South Africa show that even then much attention 
was paid to the health of the settlers according to 
_ the standards of the time. We find descriptions of 
_ diseases prevalent amongst Huropeans and non- 
Europeans, and accounts of addresses delivered by 
medical men at public institutions, dwelling upon 
the close relation between the health of the indi- 
vidual and that of the community. 


3. Public interest in health matters continued to 
grow until the first statutory mile-stone was set 
up in the form of the Cape Public Health Act of 
1883: but there was a tendency both then; and 
later when the Births and Deaths Registration Act 


of 1895 came into force, to focus attention on the | 


prevalence of particular diseases such, as smallpox 
and tuberculosis. 


4. In 1906 the Federal Council of Municipal 
Associations of South Africa urged ‘‘ the respective 
Governments of the South African Colonies ’’ to 
appoint a Commission to inquire into the’ best 
~means.of dealing :with’ the prevention of tuber- 
culosis. ' In 1907 a. deputation of Members of 
Parliament, Mayors and_ private individuals 
requested the Cape Government— 


(1) to take steps to prevent the spread of the 
disease, and 

(11) to appoint a Commission to inquire into 
the matter. 

Eventually, as the result of further representa- 
tions, a Tuberculosis Commission was appointed, 
and its Report, U.G. 34 of 1914, is an authoritative 
exposition of this very serious problem. 


4. On paralilel lines, attempts have been made 
from time to time to cope separately with other 
diseases, and the multiplicity of the resulting 
endeavour is most impressive. Gradually, as more 
thought became focussed on the problem of pro- 
viding adequate health services for all sections of 
the community, informed circles realised that the 
uncodrdinated system resulting from past attempts 
to deal with each problem as it arose, or rather 
when it became acute, could not be allowed to 
continue. 

6. Unfortunately, however, the general public 
and even legislative bodies were not so well 
informed, and the tendency to institute ad hoc 
enquiries and piecemeal legislation persisted. The 
Tuberculosis Commission of 1914 was followed by 
that of 1932, dealing with only one aspect of the 


tuberculosis problem itself; there were Venereal - 


Diseases Commissions in the Cape in 1886 and in 
the Transvaal in 1906; an enquiry into the health 
of Native mine labourers in 1911; a committee of 
enquiry into national housing needs in 1920; a 
special investigation into plague in 4925-26, and 
another into malaria in 1930-31; “several com- 
missions on hospitals; a committee on the training 


of Natives in medicine in 1928: but never in the. 


history of this country was any body commissioned 
or istructed to undertake a comprehensive survey 


. 
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of the health needs of the people as a whole, nor to 
make recommendations concerning them. ‘The 


National Health Services Commission may, there- 


fore, be regarded as the first body to have been set 
the task of enquiring into “‘ the provision of an 
organized National Health Service, in conformity 
with the modern conception of Health, which will 
ensure adequate medical, dental, nursing and. 
hospital services for all sections of the people of 
the Union of South Africa ’’, 


7. Even after the demonstration, in 1918, by the 
great influenza epidemic, of the inadequacy of the 
health services of the country, the resultant Public 
Health Act failed to establish a national health 
authority with powers to deal with every aspect 
of national health and medical services. The 
control of general hospitals was left in the hands 
of - four sub-national authorities without any 


mechanism for codrdination at the wational level: 


.the population responds to them. 


and such important matters as maternity and child 
health and dental services were not mentioned. 


8. In 1920, Mr. George Hills, M.P., submitted 
a motion in the House of Assembly for the appoint- 
ment of a. Select Committee to consider the advis-: 
ability of establishing a complete free State 
Medical Service, which would provide for free 
medical treatment, free medicines and free hospital 
treatment. . 


9. Throughout the period between the two world 
wars there was an ever-growing dissatisfaction— 
on the part of the general public as well as of the 
experts—with the lack of a comprehensive 


approach to national health needs, and an ever- 


deepening appreciation of the importance to 
national well-being of making such an approach.’ 
These trends of thought, which would in any case 
have developed in response to our own indigenous 
problems, were stimulated and encouraged by the’ 
descriptive literature issued regarding national 
health services in’ Denmark, Norway, Sweden, 
Jugoslavia,. New Zealand, Chile, and, above all, in 
Russia. This literature abounds in references to 
the claim that health services should be available 
to every citizen, that the preventive aspect should 
be in the foreground of all health activities, and 
that medicine,’ like education, must be a function 
of the State. It is also emphasized that health 
measures will never be carried out effectively unless 
The Russians, 
having first ensured that well-planned State facili- 
ties are available, go on to declare that ‘‘ the pro- 
tection of the health of the workers is the task of 
the workers . themselves ’’. Nor must it be 
forgotten that the Industrial and Agricultural 
Requirements Commission, in its Third Interim 
Report (U.G. 40 of 1941), attaches great impor- 
tance to health in relation .to labour efficiency. 
national productivity and national prosperity. 


10. In.a special report in 1931 by Professor 
N. H. Swellengrebel of the University of Amster- 
dam, a member of the Malaria Committee of the 
League of Nations, great stress was laid upon the 
fact, obvious at once to this expert observer fresh 
upon the South African scene, that the problem of 
malaria could never be solved apart from a com- 
prehensive solution of a far wider range of health 
problems abounding in the low veld areas where 
malaria was and is endemic, and ali too often 
epidemic, 


ll. The Report of the Carnegie Commission 
published in 1932 after four years of scientific 
investigation into the economic, psychological, 
educational, health and sociological aspects of the 
poor white problem, opened the eyes of the public 
to the gravity of the situation. Poverty, ignorance 
and malnutrition, and diseases like malaria and 
bilharziosis, were all shown to be factors for low 
productivity and ill health.. Recognised as the 
verdict of experts, this Report was a challenge to 
more fortunate citizens throughout the country to 
bestir themselves. 


12. The Vos Committee of 1925(*), the Loram 
Committee of 1928(T), and the Holloway Commis- 
sion of 1930-32(¢), commented strongly upon the 
deterioration of social and health conditions in the 
Reserves, and upon, the utter inadequacy of the 
services available for their remedy. The annual 
reports of the Department of Public Health during 
the period drew attention to national health 
problems such as housing, ‘‘ black belts ’’, 
maternal welfare, district nursing needs, Native 
i] health and, with ever-increasing insistence, to 
the pervasive effects of malnutrition. The Inter- 
Departmental Committees of Enquiry into Old Age 
Pensions and National Health Insurance of 1927- ° 
28 and 19386 emphasized the lack of medical 
services and their incodrdination. Similarly, the 
Stals Report of 1935(4]), upon socio-economic con- 
ditions in the George-Knysna Tsitzikama: area, 
stressed the necessity for a comprehensive solution 
by way of— . 


(i) the. codrdination of health and social \ 


welfare services, and | 


(ii) unified control of all health services. 


13. South Africa, with its sparsely-populated — 
rural areas and its congested Native Territories, 
has its own peculiar problems which require special 
consideration. It is, therefore, not surprising to 
find that public organizations are weighing the 
present policies, in order to determine how far the 
existing systems should be modified. The Suid- 
Afrikaanse Vroue Federasie in the Transvaal, 
which has been in the field since 1902, with the 
sister bodies, the Afrikaanse Christelike Vroue 
Vereniging in the Cape, the Oranje Vroue Vereni- 
cing in the Orange Free State and the Natalse 
Christelike Vroue Vereniging in Natal, have 
together formed the Federale Vroueraad, and have 
concentrated. on welfare, health and rehabilitative 
work. The Federale Vroueraad has repeatedly 
declared that the time has come when all citizens 
should be provided with adequate health services 
for which the State must be responsible. Since 
1914, the National Council of Women of South 
Africa has urged the importance of a national 
approach to the solution of the health problems of 
this country. At its Dominion Conference held at 
Johannesburg in 1936, delegates from many other 
countries, including Great Britain, Canada and 
New Zealand, reported the progress which had 
been made in health measures in other lands, and 
gave fresh impetus to the efforts of our women. In 
1942, the Women’s Conference, representative of 
all the women’s organizations in the country, 
unanimously adopted the principle that there 
should be “‘ free and adequate hospital, medical, 
maternity and educational services for all sections 
of the population ’’. The National Councils for 
Child Welfare, for the Care of Cripples, for the 
Blind, and many similar organizations, all recog- 
nise the necessity for a national approach to their 
particular problems. 


14. The first reaction of the nation as a whole | 
was the National Conference on the poor white 
problem held at Kimberley in 19384, which was. 
organized by the ‘‘ Armesorgraad’’ of the| 


Federated Dutch Reformed Churches of South , 


: 
E 


Africa. This Conference, one of the most repre- 


sentative ever held in South Africa, once more | 
stressed the difficulty of the division of responsi- | ~ 


bility for health services between the Union 
Government and the Provincial Administrations. 











*Committee of Enquiry re Public Hospitals and 
Kindred Institutions—U.G. 30 of 1925. ah: 


+ Committee to Inquire into the Training of Natives 
in Medicine and Public Health—U.G. 35 of 1928. 


 t Native Economic Commission—U.G. 22 of 1932. 


§. Committee of Inquiry on Adverse Socal Conditions in 
the George-Knysna-Tsitzikama Area. 
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A scheme for rural health services on a national 
basis was put forward, to be carried into effect by 
the people and for the people, on the lines of a 
long-term policy. 


15. ‘At the National Conference on Social Work 
held at Johannesburg in 1936, the following 


reforms were suggested : — 


‘““ Centrally one authority should control not © 
only such fields as sanitation, housing and infec- 
tious disease, but also the equally cognate sub- 
jects of medical health, care of children, 
paupers and mentall disease, hospital facilities. 
and local health government.”’ 


“Rural  locally-constituted authorities of | 
adequate power are needed to apply health | 
principles in country districts, while local 
authorities generally should not be excluded 
from responsibility for and control of hospitals 
and poor relief.’’ 


16. There has been a continual demand in the 
daily press as well as in the scientific, professional 
and technical journals during the past. twenty and 

_more years for the appointment of a Commission to 
investigate and report on the weaknesses in the 
health machinery of the country. It has been 
reiterated by editors, columnists, technicians and 
the public generally that much of the present ill 
health is avoidable. Overlapping of health 
authorities in some centres and the lack of any | 
efficient health organization in others have been 
urged as reasons which militate against the proper — 
safeguarding of the people’s health. For many 
years, men and women in the forefront of the cam- 
paign against dirt, disease, ill health, under- 
nourishment, overcrowding of dwellings and 
schools, badly-planned housing areas, insanita- 
tion, inadequate domesttc water supply and other 
enemies of the individual and collective wellbeing, 
have sought to replace the existing uncodrdinated 
measures by some  nationally-planned health 
service. / 


17. The South African Trades and = Labour 
Council, representing the Trade Union movement 
of the country, has, at the annual conferences of 
.delegates of its affiliated Unions, repeatedly drawn 
the Government’s attention to the deficiency of 
health services. At the eleventh Conference of the 
Council held in Durban in: April, 1941, it was. 
unaimously resolved : — 


‘“ That this Conference calls upon the Govern- 
ment to introduce, with as little delay as possible, 
legislation providing for a non-contributory 
National Health Insurance scheme ....”’ 


‘‘ That the Government be requested to intro- 
duce a State Medical Service Bill at the next 
session of Parliament.’’ 


At the twelfth Conference of the Council held 
at Port Elizabeth in April, 1942, the decisions of 
the previous- Conferences were confirmed, and it 
was further agreed to,— ; 


“Call upon the Government to provide... 
adequate free hospital facilities for all sections 
of the community.’ 


18. A health congress convened by the South 
African-' Health Officials’ Association, held at , 
Johannesburg on October 7th, 1941, and attended 
by delegates from Government Departments, Town 
Councils and Municipal health officials, was unani- 
mously of opinion— ; 


“That the time is now opportune for the 
Government to consider the responsibility of 
assuming the financial incidence of a compre- 
hensive State scheme to embody the medical and 
health services of the Union. ...”’ ; 


Cuaprers I anp LI. 


Organized commerce and industry has also, for 


many years, displayed a keen interest in the 
organization of health services in the country. 
Records of their annual congresses show that reso- 
- lutions to this effect have been accepted by these 
bodies. 


19. It is significant and of great importance that 
the medical profession displayed a keen interest in 
the various problems enumerated above. As far 
back as 1925 a series of articles in the Cape Times 
—the work of a medical practitioner writing under 
the ‘‘ nom-de-plume ’’ of ‘‘ [. A. Tor ’’—attracted 
widespread attention to the subject, and led to a 
‘series of editorial replies from the late Dr. W. 
Darley-Hartley in The. South African Medical 
. Record. The articles were the first attempt to 
cobrdinate preventive and curative services, and to 
place both in the charge of a salaried State medical 
service. In 1931, Dr. F. A..Napier, in his presi- 
dential address to the Medical Association of South 
Africa (B.M.A.), very forcibly set out the advan- 
tages of a State medical service :— 

‘© Tt would meet the needs of the whole popula- 
tion, rich and poor. It would provide for a 
contented and secure profession, and would 
relieve the economic pressure on the patient and 
his doctor. It would give increased facilities for 
complete coédrdination between preventive and 
curative medicine under one control. It would 

be less expensive than the present system.”’ 


In 1933, Dr. J. Tarlie of Port Elizabeth expressed 
himself in favour of a State medical service. In 
1935, Dr. E. P. Baumann, M.P., insisted that a 
State medicall service alone could provide complete 


coérdination of all the medical activities of the. 


State. Towards the end of 1939 Dr. H. EH. Sigerist, 
Professor of the History of Medicine and of 
Medical Sociology at the Johns Hopkins Univer- 
sity, Baltimore, and a foremost authority on his 
subjects, in the course of a lecture tour undertaken 
at the invitation of the South African Universities, 
was induced by the Medical Association to address 
a number of its branches. <A series of brilliant 
addresses led to the formation in 1940 of the 
Planning Committee of the Medical Association of 
South Africa (B.M.A.), which has played a leading 
part in ascertaining, expressing and, to some 
extent, in influencing South African 
opinion on the advisability of establishing a com- 
prehensive national health . service. Numerous 
issues of the South African Medical Journal have 
contained contributions on national schemes and, 
although the views have sometimes been divergent, 
there is abundant evidence of the generally helpful 
attitude of the medical profession. his is further 
indicated by the resolution passed by the Hxecu- 
tive of the Federal Council of the Medical Associa- 
'tion of South Africa (B.M.A.), favouring the 
/ appointment of.a commission to enquire fully into 
‘the whole matter. The resolution reads as 
follows :— 
‘The Committee agreed that they would 
welcome the appointment of such a Commission. 
Further, they agreed that if the Association 
were invited to suggest the names of medical 
members to serve on the Commission, they were 
of opinion that they should be chosen from the 
members of the Assdciation’s Central and Cape 
Town Planning Committees.’’ 


20. Early in 1940 a special committee, which 
included Dr. Peter Allan, the present Secretary for 
Public’ Health, was appointed by the Executive 
Committee of the Cape Provincial Administration 
to conduct an investigation into the running of the 
*Groote Schuur Hospital and hospitey’ management 


generally, with a view to suggesting improvements. . 


That Committee reported inter alia as follows :— 


ce 


. .. There is a growing opinion, not only 
‘among medical men but among the people 


medical, 


ntialias 


generally, that this service should be one of the 
first to receive State attention. .... There 
seems to be no question to-day that some form of 
national medicall service will have to be adopted 
before many years pass, and with the adoption 
of that service must necessarily come the extra 
taxation that will be required to finance the pro- 
‘posal. . . . There seems to be a growing respon- 
- sible opinion that hospitals used as training 
schools should, by reason of their being more 
national than provincial in character, be taken 
over by the Union Government. If this were to 
happen, it might eventually result in a national 
health scheme and in _ hospitalisation being 
undertaken by the Central Government. ... 
Your Committee accordingly recommends that a 
Commission be appointed to undertake a full 
survey of the hospital services of the Province, 
as early as possible. ... 7’ 


21. At the Social Security Conferences held at 
Cape Town, Durban and Johannesburg, the estab- 
lishment of a national system of medical, hospital 
and other related benefits within a Social Security 
Code, was discussed. At the Social Survey Con- 
ference held in Cape Town in February, 1942, a 
resolution was passed :— 


‘That this meeting cordially approves of the 
proposals for a comprehensive medical service 
and expresses its appreciation of the sympathetic 
attention of the Minister of the Interior and 
Public Health ”’. | 


\ 


22. In 19387 Mrs. M. Malherbe, M.P., intro- 
duced a motion in Parliament asking for a survey 
to be made of the feeding of the entire population 
of the Union. The House displayed great interest, 
and the Acting Minister of Public Health gave 
the assurance that such a survey would be under- 
taken. The National Committee for Health Educa- 
tion was entrusted with the task of making avail- 
able to the public literature on health matters. 
Health was to be taught throughout the country, 
and Parliament voted £5,000 annually for its 
activities. In 1940 Parliament approved the crea- 
tion of a National Nutrition Council, and much 
valuable work has already been done by this 
Council and its various sub-committees. 
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23. Manifest through all these developments has 
been a constantly growing demand for the national 
as opposed to the sectional approach, and for a 


_ really comprehensive health service, instead of 
| sporadic campaigns against this or that disease, 
} and it is in satisfaction of this demand that the 


present Commission has been appointed. 


CHAPTER IL. 





APPOINTMENT AND PROCEDURE OF THE 
COMMISSION. 


1. On February 17th, 1942, in the House of 
Assembly, the Honourable the Minister of Public 
Health accepted, on behalf of the Government, a 
motion to appoint a Commission ‘‘ to investigate 
and recommend the best measures to be adopted 
for ensuring adequate health services for all 
sections of the population of the Union ’’. | 


2. Following upon this, His Excellency the 
Governor-General appointed the National Health 
Services Commission, the terms of reference and 
personnel of which were gazetted on August 28th, 
1942. The notice in the Gazette read as follows: — 

‘‘ Tt is hereby notified that His Excellency 
the Governor-General has been pleased to appoint 

a Commission to inquire into, report and advise 

“wpon— . 
(1) the provision of an organized National 
Health Service, in conformity with the modern 
conception of ‘‘ Health ’’, which will ensure 


adequate medical, dental, nursing and hospital 
services for all sections of the people of the 
Union of South Africa; : 

(2) the administrative, legislative and finan- 
cial measures which would be necessary in 
order to provide the Union of South Africa 
with such a National Health Service. 

For the purposes of this inquiry the attention 
of the Commission is directed more particularly 
to the following matters:— 


(1) The provisions of the Public Health 
Act, No. 36 of 1919, as amended by: Acts No. 
HOPOL luge ie NO.40 ot 1928, No. 57% of 1935, 
No. 14 of 1988 and No. 14 of 1940; 


(ii) the functions of the Department of 

Public Health in relation to the Department 
of Social Welfare; 
_ (111) the relationship between the Union 
Department of Public Health on the one hand 
and the Provincial Administrations and local 
authorities on the other hand; 

(iv) the organization of the South African 
Military Medical Services; 

(v) the Report of the Departmental Com- 
mittee of Inquiry on the subject of National 
Health Insurance (U.G. 41-36); 

(vi) the question of ‘‘ Free Hospital Ser- 
vices ”’; 

(vil) the training of medical students, 
nurses, public health and sanitary officers, and 


other personnel necessary for public health | 


Services ; 
(vil1) the: existing facilities for research 
services and their codrdination and extension; 
(ix) the National Nutrition Council, estab- 
lished by the Public Health Amendment Act, 
No. 14 of 1940; 


‘(x) the Housing Act, No. 35 of 1920, as 
amended by Acts Nos. 5 of 1925 and 68 of 
1934; the Additional Housing Act, No. 41 of 
1937; and the Slums Act, No. 53 of 1934, as 
amended by Act No. 24 of 1937; 


(xi) health education of the people. 


His Excellency has further been pleased to 
appoint Lieutenant-Colonel Henry Gluckman, 
M.P., M.R.C.S., L.R.C.P., as Chairman, and 
Dr. Christopher James Albertyn, Arts, M.D., 
Arthur Lutley Barrett, Esquire, Dr. William de 
Villiers, K.C., Senator the Honourable Charles 
Lowe Henderson, Captain Solomon Henry Kemp, 
M.R.S.I., Mrs. Reintje Lugtenburg, B.A., Dr. 
Francis Richard Luke, M.B., Ch.B., and Dr. 
Abraham Marais Moll, M.P., M.B., Ch.B., 
- M.D., M.R.C.P., as members of the said Com- 


Mission. 


The Secretary of the Commission is Norman 
Arthur George Reeler, Esquire, Chief Clerk in 
the Department of Public Health.”’ 


3. Before the Commission commenced its labours, 
Miss Bella Gordon Alexander, R.R.C., was ap- 
pointed a member thereof, and her appointment 
was notified in the Government Gazette, vide 
Government Notice No. 2,231 dated October 27th, 
1942. | 


4. The wide field covered by these terms of 


reference made it clear that the present Commis- 
sion was charged with one of the most important 
investigations entrusted to a Government Commis- 
sion since the establishment of the Union. It was 
appreciated from the outset that a complexity of 
problems would have to be faced, that issues of 
national, provincial and local implication would 
arise, and that representations, concerned with 
many phases of national activity would have to be 
considered. Inherent in the task, however, were 
great incentives—the incentive to devise a. service 
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that would be the best possible both for the indi- 
vidual and for the community; the incentive to 
promote health and to combat disease; the incen- | 
tive to plan on national lines research, industrial | 
hygiene, social medicine, nutrition, health educa- 
tion and many other matters implicit in that most | 
significant phrase ‘‘ the-modern conception of 
health ’’. Here, in short, was a great opportunity 


of service, with the fuller welfare, the greater | ~ 


happiness of South Africa, as its goal and _ its 
reward. 


0. There has been no lack of encouragement. 
The enlightened goodwill .of the people has been 
manifested in a hundred heartening ways; and 


this, coupled with the favourable reception given 


by Parliament to the proposal for the appointment 
of the Commission, has made it reasonable to hope 
that in due course its recommendations may receive 
the serious consideration of both Government and 
Parliament, and the universal support of the 
people of the Union, whose health the recommenda- 


‘tions are designed to safeguard and promote. - Not 


only encouragement but direct assistance was 
derived from the fact that, over a period of years, 
individuals, groups, committees and commissions 
had worked, planned and reported on many of the 
matters falling within the terms of reference. 
Valuable data and a wealth of relevant material 


‘had thus become available, contained, for the ‘most 


part, in the reports and documents already detailed 
in Chapter |. 


6. However, despite these reserves of informa- 
tion; despite possible criticism from sources im- 
patient for early results; and fully recognising the 
urgency of the needs crying out for attention, 
members of the Commission decided that they could 
not address themselves with confidence to their 
task without acquainting themselves at first hand 
with the varied conditions existing in different 
parts of the vast area of the Union. Accordingly, 
a tour lasting three and a half months was planned, 
and details of the various centres and institutions, 
etc., visited, can be found in Annexure ‘‘C”’ to 
this report. 


7. This tour, which commenced on May 16th, 
1943, provided opportunities of direct observation, 
of receiving evidence both oral and written, and 
of intimate discussions with persons who, by long 
experience, had become well versed in local prob- 
lems and conditions. More particularly the health 
needs of the rural population, including the non- 
Europeans in Native areas, were so. discussed. 


’ Visits were made to areas as geographically and 


demographically diversified. as the sparsely-peopled 
expanses of Namaqualand, the teeming Reserves of _ 
the Native Territories, the overcrowded slums of 

great cities, the ‘‘ black belts ’’ of the peri-urban 
areas, the poverty-stricken locations of small 
country towns, the alpine borders of the Free State, 


-and the sub-tropical regions of the Northern 


Transvaal. 


8. Each type of area—and naturally this list is 
in no sense complete—presented its own particular 
problems, which had in some measure to be com- 
prehended and assessed; but it was found necessary 
to guard against a temptation to rivet attention too 
closely upon particular perils and deficiencies. 
This might have lent itself to. the time-worn 
expedient of filling in a gap here, righting an abuse 
there, and appeasing an outcry yonder, resulting 
in'a series of hastily improvised alleviations, rather 
than in a _ prudently conceived, methodically 
planned and comprehensive service. . 


9, A somewhat similar pitfall had to be avoided 
in relation to certain major problems not of a local 
character, many of which have assumed, in the 
thoughts of those specially concerned with them, ° 
such dominating proportions as to transcend almost 
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all other considerations. Some experts of this type 
pressed for very early action dealing directly with 
their particular problems, and were prepared to 
indicate the lines upon which, in their opinion, 
such action should proceed. However, the Com- 
mission is not, and, as shown by the varied charac- 
ter of its personnel, was not intended to be a body 
competent to deal technically and executively with 
tuberculosis, venereal disease, malnutrition, hous- 
ing, dentistry and child welfare, to mention only 
a few features of an all-embracing service. 


10. Our task is not to initiate specialised ‘cam- 
paigns against particular evils, but to devise 
machinery under which highly competent groups 
may be set up, each bringing specialised know- 


ledge to bear upon its own appropriate problem or 


range of problems, and all functioning as parts otf 
a properly codrdinated and nationally directed 
scheme. 


11. There has been a disposition in some quar- 


ters to press for a declaration as to which are the | 


most immediate and pressing needs; in fact, that 
an order of priorities should be determined so as 
to ensure that when the system begins to work, this 
or that disease shall be the first to receive atten- 
tion. If this were done by a body not wholly suited 
to the task, divergencies of opinion would be likely 
to arise between experts in different fields, tending 


thus to divert attention from the overwhelmingly 


more important issue—the creation and establish- 
ment of a national health service. In that part of 
the report which deals with administration, the 
Commission does indicate its considered opinion as 


to the foundation upon which the National Health 


Service is to be constructed. 


12. Returning now to the actual proceedings of 


_ the Commission, evidence was accepted from every- 
' one who had a contribution to offer, whether in 


the form of factual statement or by way of sugges- 
tions for a _ re-ordering of health services. 
Naturally, not all* contributions were of equal 
importance or equal value; but it is true to say 
that, considered as a whole, the evidence received 
was of a very high order; and it is but the merest 
gratitude to place on record here the Commission’s 
indebtedness to the astonishing number of men 
and women from all sections of the people who 
came forward. We were privileged to hear busy 
officials of the central, provincial and local authori- 
ties concerned with the administration of health 
services, members of provincial executives, local 
authorities, hospital boards, food control boards, 
representatives of national and local voluntary 
associations of a wide range of interests, spokesmen 


of industry, commerce and the professions, experts _ 


from the universities and elsewhere who could 


' discuss national problems dispassionately and objec- 


. tively, 
_ Natives, medical missionaries who could speak with 
_ peculiarly intimate knowledge of conditions among 


Chiefs, Councillors and other leading 


groups who could scarcely speak for themselves, 


/and not a few who represented purely personal 
} and individual opinions, often none the less valu- 
-able on that account. 


13. In summary, it can be fairly stated that no 
truly relevant interest or opinion went unheard. 
Almost all of the public authorities, voluntary 
organizations and individual witnesses who ap- 
peared before the Commission had prepared written 
memoranda, many of which constitute in them- 
selves most valuable contributions to the survey of 
health conditions in this country, which has 
formed the basis of the ahaa tige: report. 


(14. The oral evidence furnished by over 1,000 
witnesses was recorded and amounted to approxi- 
mately 3,500,000 words. Copies of the memoranda 
numbering 505 have all been filed with the records 
of oral evidence. Carefully-framed questionnaires 


prepared by the Commission were addressed to 
local authorities, general hospitals, mission hos- 
pitals, and doctors, dentists, nurses and health 
inspectors serving with the South African Medical 
Corps. There has thus become available and been 
recorded the results of a comprehensive enquiry 
into the economic, physical and mental factors in 
connection with the nation’s human resources. 
These records will stand as a store of classified 
information at the disposal of the central authority 
when it comes into being; and at a later stage they 
may well provide for many years to come a fruitful 
field of research for workers in the spheres of 
health, social welfare and kindred subjects. 


15. The collection and examination of this mass 
of material was necessary to enable us to under- 
take, with informed minds, a very exacting task. 
The evidence has been reviewed with infinite care, 
and many parts of 1t have.come up for discussion 
again and again in the course of our deliberations. 
Inevitably it contains much matter not specifically 
treated in our recommendations,/ but, as already 
suggested, every variety and form of problem had 
to be surveyed in planning a mechanism which 
would be adequate to its manifold purpose. + 


16. We believe that, as a result of our tour, 
there has been mobilised throughout the country 
a great deal of goodwill which may well prove one 
of the. deciding factors in the ultimate success of 
our labours. In concluding this chapter, there-. 
fore, we record the hope and desire that the pro> 
posals to be elaborated in this report may be 
regarded as a discharge not only of the duty which 
has been officially laid upon us, but also of our 
indebtedness to a public which has so generously 
codperated in an endeavour to find the way to 
better things. Mi 


CHAPTER III. 


THE MODERN CONCEPTION OF HEALTH. 


1. In this chapter an attempt is made to appraise 
the most vital expression in the Commission’s 
terms of reference—‘‘ The Modern Conception of 
PaPbealih 7). +, 





2. It is essential to recognise all the implica- 
tions of this phrase,.not only for the purpose of 
assessing the value of existing health services, but 
also, and more particularly, in order to plan such 
a national health service for the future as will 
make possible the fulfilment of the ideal in the 
lives of all sections of the people. 


3. How are we to obtain a true perspective of 
the varied problems involved? The answer is to 
be found in history. 


4. The phrase is not without an element of — 
paradox, inasmuch as the ‘* modern conception of 
health ’’ is not exclusively modern. I+ is as old 
as the Greeks, and was summed up by Juvenal in - 
the familiar words, ‘‘ J/ens sana in corpore sano ’’. 
Since the early days, medicine, like other forms 
of human enterprise, has passed through many 


stages of development; but it still retains much of 


its ancient empiric character. 


5. We may smile to-day at the superstitious con- 
cept of good and evil spirits contending to produce 
good health or ill; but it must be remembered that 
the majority of the Native population, especially in 
the Reserves, still prefers to consult the witch- 
doctor or herbalist, whose treatment is based in 
greater or less measure upon the use of charms and 
the appeasement of offended spirits. Here, indeed, 
the problem is how to win over an illiterate people 
steeped in ancestral superstition to a confidence in 
twentieth-century medicine, and to do so in regions 
lacking for the most part the material adjuncts of 
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Western civilisation. And it is not only in this 
country, nor amongst its Native peoples alone, that 


there still persists the curious idea that each disease 


has a specific antidote, whether presented in bottle, 
pill, or up-to-date injection, and the doctor is often 
credited with some of the mystic qualities of the 
priest. 


6. It was not until the latter half of the nine- 
teenth century that the vague theories of miasmas 
and contagion, and the empiric practice of public 
health, were clarified by the classic researches of 
Pasteur, and the brilliant galaxy-of medical 
bacteriologists who followed his star. So arresting 
were their discoveries that they have determined 
the main trends of public health practice right 
‘down to the present day. Germs—and before long, 
various germ-carrying insects were coupled with 
them—were now incriminated as the cause of 
plague, cholera, yellow fever, malaria, typhoid, 
diphtheria, and an ever -lengthening list of diseases. 
Logically, public health practice ‘determined that 
germs must be kept out of water, 
the very air men breathe; that insects and other 





disease-carrying creatures must be destroyed or at. 
least kept down; and that human beings who had: 


themselves become infected with certain “pathog enic 
germs must be isolated from the rest of the com- 
munity until no longer infectious. Thus it is that 
the basic Public Health Acts in every country deal 
mainly, sometimes exclusively, with environmental 
sanitation and with the control of infectious 
diseases. Seven out of the nine Chapters of our 
own Public Health Act are similarly concerned. 


7. Meanwhile, the attention of medical science 
was passing from the external agents of ill health 
to the hidden forces within man himself which 
might be productive and protective of good health. 
This led. to a better appreciation of those subtle 
processes which may interfere with the functional 
efficiency of the body-fluids and tissues before any 
structural change, even on a microscopic scale, 
can be detected. The work was greatly assisted by 
new diagnostic techniques, such as somatometric 
recording and biological and micro-biochemical 
tests, by electro-cardiography, immunological re- 
actions, mass radiography, and so forth. 


8. But investigation and diagnosis, However 
searching and exact, would have borne little fruit 
had they not established the. correct approach 


necessary to remedy the functional abnormalities — 


revealed. Fortunately it was appreciated at once 
that by prescribing in terms of improved dietetics, 
physical and mental recreation, adequate rest and 
sleep—in other’ words, by the correction of faulty 
habits of lving—these processes could be either 
stopped or slowed down betore they had produced 
permanent structural harm to the tissues and 
organs concerned. These new attitudes and tech- 
niques opened up vast possibilities for the pro- 
motion of health and the prevention of ill health, 
and expanded tremendously the potential field and 
practice of Public Health. 


Oralt was no longer limited to measures aiming 
at the control of infectious disease; it now began to 
concern itself also with the sources of ill health¥and 
disability. There thus came into being a group of 
personal health services based upon periodic 
medical examination, designed to reveal latent 
errors and deficiencies of health. Here it should 
be noted that the periodic examinations carried out 
by the Peckham Health Centre in Engiland, and 
by the Life Extension Institute in America, 
revealed a very \high incidence of unsuspected 
defects in the apparently healthy. These personal 
preventive health services concerned themselves 
with the health of mother and child, the well- 
being of the worker in shop and factory, the 
elimination of those modern scourges, tuberculosis 
and. venereal: disease (as moey "y “preventive as a 


r 


food-stuffs and ° 
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curative service), alcoholism, and mental insta- 
bility, and in fact soon came to embrace the whole 
range of man’s environment, moral, mental, 
physical and social. 


10. The brilliant discoveries of the nineteenth 
century, anaesthetics, antiseptics, aseptic surgery, 
bacteriology, X-ray ‘and. medical electricity, and 
the pow erful synthetic drugs of the twentieth 
century, which served to ex xalt the treatment of 
rlisease, were now rivalled by the less spectacular 
but even more beneficient campaigns for the preven- 
tion of disease and the conscious cultivation of good 
health. The new road led through adequate nutri- 
tion; through healthy environment in home, school 
and work- place ; through: periodic medical exami- 
nations; through active immunisation; through 
physical education, and a better understanding of 
personal hygiene. 


11. A most striking illustration of this changing 
outlook is to be found by comparing the 

‘ desiderata ’’ of the Royal Sanitary Commission 
of 1871, Newman’s ‘ Provisional Articles of a 
National Policy in Preventive Medicine ”’’ of 1926, 
and the ‘* Purpose ’’ of the Institute. of Social 
Medicine, established by the University of Oxford 
in 1942. 


12. Desiderata of Royal Sanitary Commission, 
1871. 
(i) The supply of wholesome and_ sufficient 
water for drinking and washing ; 
(ii) The prevention of the pollution of water; 
(iii) The provision of sewerage and. utilisation 
of sewage ; 
(iv) The regulation of 
new buildings: 
(v) The healthiness of dwellings; 
(vi) The removal of nuisances and refuse, and 
consumption of smoke; 
(vti) The inspection of food; 
(vill) The suppression of causes of diseases, 
and regulations in case of epidemics; 
(ix) The provision: for the burial of the dead 
without injury to the living; 
(x) The regulation of markets and public 
lighting of towns; 
(xi) The registration of death and sickness. 
This ‘programme dealt largely with man’s 
physical environment, his water supply and the 
proper disposal of waste products. 


13. Fifty-five years later (1926) Sir George 
Newman, Chief Medical Officer to the Ministry of 
Health, Great Britain (1919-1935), in his ‘‘ Pro- 
visional Articles of a National Policy in Preventive 
Medicine ’’, postulated the following :— 

(i) Heredity and race; 

(ii) Maternity, and the care, protection and 
encouragement of the function of motherhood; 

(iii) Infant welfare and the reduction of 
infant mortality ; 

(iv) ‘The health and physique of the school 
child and adolescent ; 

(vy) Sanitation of the environment, the control 
of the food supply, and an improved personal 
and domestic life in the home; 

(vi) Industrial hygiene, the 
worker in the workshop : 

(vii) The prevention and treatment of infec- 
tious disease ; 

- (vili) The prevention and treatment of non- 

infectious disease ; 

(ix) The-education of the people in hygiene; 

(x) Research, inquiry and investigation, and 
the extension of the boundaries of knowledge. 


This second programme, whilst still maintaining 
sanitary control as an essential ‘item, extended its 
scope until it embraced every phase of human life. 


streets, highways and 


health of the 
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14. Coming now to modern times, we find six- 
teen years later, in 1942, the “‘ Purposes ’’ of the 
Institute of Social Medicine set forth as follows :— 

(i) To investigate the influence of social, 
genetic, environmental and domestic factors on 
the incidence of human disease and disability. 

(ii) To seek and to promote measures, other 
than those usually employed: in the practice of 
remedial medicine, for the protection of. the 
individual and of the community against such 
forces as interfere with the full development and 
maintenance of man’s mental and_ physical 
capacity. | 

(iti) If-required by the University to do so, 
to make provision in the Institute for the instruc- 
tion in Social Medicine of students and practi- 
tioners of medicine approved by the Board of 
the Faculty of Medicine in the University of 

Oxford. 

15. A re-orientation -of ideas and attitudes has 
thus become manifest in a very important direc- 
sion. There has come a full realisation that the 
promotion of health and the prevention of ill 
health do not depend solely on the establishment 


of an external environment comparatively free from’ 


disease-producing factors, but depend also upon the 
physical condition of the persons whose health is 
to be safeguarded. Indicative of. this changed 
attitude is the conception of the periodic medical 
examination. By means of this is assessed the 
degree of health of the individual, and are detected 
those early deviations from the normal which are 
likely to lead to declared disease at a later stage. 


16. Periodic medical examinations play a further 
important role; they serve as a check upon the 
effectiveness of nutrition, health education. and 
environmental hygiene. Thus, a high incidence of 
malnutrition—as revealed in the Nutrition Survey 
of 1938—denotes grave defects in the nutrition 
services; a high incidence of diseases due to neglect 
of health habits suggests inadequacy of: health 
education; and a high incidence of infectious 


disease indicates neglect of environmental hygiene. - 


To-day, in short, advanced medical thought every- 
where has come to realise that there should be no 
sharp division, even in administration, and. still 
less in presentation’ to the people, between pro- 
motive, preventive, curative. and rehabilitative 
health services. All should be integrated in a com- 
prehensive planned health service. Such’a service 
would aim to secure not only the absence of disease, 
but also the maximum degree of physiological and 
mental efficiency. In its fulfilment it should bring 


to the individual citizen greater creative power, 


fuller strength, prosperity, social contentment, and 
enriched enjoyment of all that is good in life. 


*17. Yet another great change in outlook has 
emerged. Instead of regarding the health of the 
individual as purely his own private concern, it is 
now beginning to be realised, in conformity with 
modern social and ‘economic trends, that the health 
of its individual members is of great importance to 
the community as a whole; and that when people 
are sick or unemployed not only must they be cared 
for on humanitarian grounds, but that in the pro- 
cess they can be transformed from liabilities into 
assets on the economic plane 


18. The main emphasis of modern health ser- 
vices, then, should be laid upon prevention. Pre- 
ventive, or as some prefer to call.them ‘‘ pro- 
motive ’’ services, properly organized and geared 
for the attainment of positive health, might be 
expected in their ideal form to eliminate the need 
for dealing with established diseage. But because 
of the legacy of ill health from thé past, because of 
the imperfections of our present system, and 
because of the éxistence of certain non-preventable 
diseases and injuries, there willl remain the need— 
at any rate for many years to come—of adequate 
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palliative, curative and rehabilitative services. 


19. Earlier paragraphs of this chapter attempt te 


trace in brief historical outline the evolution of 


our modern conception of health. We are now in 
a position— 

(A): to set out the desiderata adopted by the 
Commission as denoting the ° essential 
phases of a comprehensive health service 
in conformity with that conception; 

(B): to record the definitions; and 

(C): to enumerate the services necessary for the 

attainment of the desiderata. 


~*~ A.—DESIDERATA 
of a National Health Service in conformity with 
the modern conception of Health. 
(1): PROMOTION OF HEALTH; me 
(2):° PREVENTION OF ILL HEALTH; 
(3): CURE OR ALLEVIATION OF DISEASE 
AND INJURY; 
(4): THE REHABILITATION OF THE DIS- 
ABLED. 
B.—DEFINITIONS. 
PERSONAL HEALTH SERVICES are. those 
which deal with persons and require medical, 


dental, nursing and ancillary personnel for their 
execution. They are composed of— 


(a) Personal Promotive Health . Services. 
(b) Personal Preventive Health Services. 
(c) Personal Curative Health Services. 
(d) Personal Rehabilitative Services. 
(a) Personal Promotive Health Services are those 


! 


concerned with the building up of good health in 


the individual, e.g. 
(i) adequate wages; 
(11) nutrition ; 
(111) general education; . 
(iv) physical exercise and recreation; 
(v) industrial welfare and hygiene, etc. - 

It will be seen that these services cannot be under 
the direct control of a health service. Clearly, 
however, the central health authority must be in 
a position to influence profoundly the policies (in- 
sofar as they bear upon the people’s health) of the 
Departments directly in charge. sate 

(b) Personal Preventive Health Services are 


those based on the family as the unit and on 
periodic medical and dental examinations as the 


main method, and include the following:— 
(i) Ante-natal and post-natal clinics; 
(11) Infant welfare clinics and immunisation 
services ; . 
(111) Créches ; . 
(iv) Pre-school child clinics (nursery schools) ; 
(v) Child guidance clinics; 
(vi) School health  services—physical and 
health education; : 
(vii) Medical examination of apprentices, etc.. 
by (i) physical, and (11) aptitude tests; 

(viii) Workers’ health services—mines, fac- 

tories, ete. (i) periodic medical examina- 
’ tions; (i1) nutritional; (iii) physical and 

health educational. . 
(1x) Routine medical examination of all other 

adult groups at prescribed intervals. 

(c) Personal Curative Health Services include 
domiciliary, clinic and hospital services, and are 
carried out at the homes of patients, at health 
centres and in institutions, including dental 
institutions. — ; 

(d) Personal Rehabilitative Services. These have 
two aspects— ; 

(i) the health, and . 
(ii) the educational, including invalidity and 
re-employment. ; 


- The first will be the direct, and the second the 
indirect, responsibility of the National Health 
Service. 


NON-PERSONAL HEALTH SERVICES are 
those which deal with things and do not require 
medical, dental, nursing or similar personnel for 
their execution. They fall largely within the 
traditional functions ‘of local authorities, and 
include : — 


(i) housing and town-planning; 
(11) water supplies; 
(111) drainage; 
(iv) sanitary measures; 
(v) food handling; - 
(vi) abatement of nuisances; 
(vii) regulation of offensive trades, etc. 


C.—SERVICES. 
For these we cannot do better than reproduce, 
with trifling alterations, some of +he charts pub- 


Object : 











Servicea ; Recreation. 


Physical Education. 


Housing. 






Agencios: | Holiday Camps. Community and 


Industrial, 
Playing Field Health Centres. Government and 
Parks. Boys’ and Girls’ Subsidised 
Open Spaces. Clubs. Schools. Individual 
Supervised ‘Nursery Schools. Housing Schemes. 
Playgrounds. Universities. All Social and 
Technical Health Activities 
Colleges. Clubs. Associated 
Athletic Clubs. therewith. 










Pereonnai : 





a 


y 
Social Security. 


1 q 


RESEARCH. 


Education. Free {} 
Meals. Schools } 
and Nursery 
Schools. 
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hshed by the Planning Committee of the Federal 
Council of the Medical Association of South Africa 
(B.M.A.) in their pamphlet, ‘‘ Planning for 
Health in South Africa ’’, as well as by the South 
African Health Officials’ Association in the memo- 
randum submitted to us, and supported before the 
Commission by a great weight of authoritative 
evidence. Not only the services but, in each case, 
the agencies through which they should operate, 
and the type of personnel which should be 
employed, are clearly shown. It will be seen that 
provision for research is linked up with every 
branch of every service. 


These charts present a view of the whole range 
of services comprehended within the modern con- 
ception of health. The ultimate -aim of our recom- 
mendations is to bring these services within reach 
of all sections of the population, according to their | 
need, and without regard to race, colour, means or 
station in life. 


TABLE I. 
PROMOTION OF HEALTH. 





Nutrition. 


Eugenics. 


Education. Mental Health. 






Agricultural Heredity. Schools. Child 
Policy. é fi Education. Nursery Schools. Guidance 
Distribution and t Marriage Social Agencies. Clinics. 
Economics. Certificates. Films. Psycopathic 
Nutriticn Literature. Clinics 
Clinics. i 


Governmental] 
Agencies. 
Clubs. 


Education. 





ze 


Agencies 


Parzenne!} : 


Sociologist. Physical Housing Dietitian  Biologi i i 
iolo 4 2 gist. Sociologist. P i 
Sanitarian. - Culturise. Managers. Agricultural Sociologist. Teacher: Sead 
Physical Sociologist. Sanitarian. Specialist. Physician, etc, Trained Sociologist 
Culturisc. Teachers, Sociologist. Economist. Propagandist. Physician ete 
Physician. Physician, etc. Physician. Bio-chemist. Physician. ; ; 
Nurse. Dietitian and Physician. Health Visitor, 
Dietitian, Home Economist, Biologist. Health Inspector, 
etc. 2 etc. Physiologist, etc. etc. 
TABLE Il. 
Object: PREVENTION OF ILL HEALTH. 
RL SOS OS EE ST 
Services: . Z 
Periodical Medical Maternal and School Occupational Infectious Nen-infectious 
. Examination. Health. Hygiene. Disease. Disease. 


Child Health. 





2 
Private Practitioner. Midwife. 
District Midwifery Service. 
Pre- and Post-Natal Clinics. 
Maternity Hespitals. Refuge 
Home for Unmarried Mothers. 
Infant Clinics. Créches. 
Nursery Schools. Mother-craft 
Centres and Hospitals. , 
Adoption and Child 
Protection Agencies. 


Private 
Practitioner. 
Dispensaries. 
General Hospital. 
Health Centres. 
Insurance 


Medical and 
Dental Inspection 
of School 
Children. 
Hygiene of School 
Buildings. 










Companies. Special Schools. 


School Clinics. 





aS 


General General Practitioner. Midwife. Medical Inspector 

Practitioner. +» Psychologist. Home Helps. Nursery of Schools. 

Medical Class Teacher. Health Visitor. Nurses. Medical 

Specialists. Seciologist. Dentist. Obstetrician and Specialists. 

Dentist. Gynecologist. Paediatrician and School Nurse. 

Psychiatrist. Dietitian. Teacher. 

Sanitarian. 
Psychiatrist. 
Psychologist. 
Dentist. 





Hygiene of 
Factory, Shop and 
Office. Industrial 
Dispensary. 
Special Agencies 
for Special 


Disease Risks. 
Workmen’s 
Compensation. 





~ 


General 
Practitioner. 


Factory Inspector. 


Psychiatrist. 
Psychologist. 


Sanitarian. Social 
Worker. Dentist. 


Bio-Chemist. 


Engineer. Medical 


Specialists. 


Isolation ac 

Home and 
Hospital. 
tmmunisation. 
Environmental 
Sanitation. Special 


Measures, re 
Tuberculosis, 
Venereal Disease, 
Malaria, Plague, 
Typhus, Bilharzia, 
etc. 


General 
Practitioner. 
Epidemologist. 
Sanitarian. 
Health Visitor. 
Social Worker. 


Medical Specialists. 


Pathologist. 
Bacteriologist. 
Parasitol ogist. 


Periodical 


’ Examination. 


Personal Hygiene. 
Diet. Exercise. 
Health 

Educatior 





Physiologist. 
Pathologist. 
General 
Practitioner. 
Health 
Educationalist. 
Dietitian. Physical 
Culturist. 
Sanitarian. Health 
Visitor. Medical 
Specialist. 
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TABLE Ill. 


Object: 


A 














Services: *Special Hospitals. General Hospitals. 














Agencies ;: Orthopaedic. Departments of Medicine, 


Eye, Chronic Sick, etc. 


Personnel ; General Practiticner. All Medical Specialists. 


ae 
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Dentists. 


CURE OR ALLEVIATION OF DISEASE AND INJURY. 












Cancer. Surgery, Orthopaedic, 

Chest. Anaesthetics, X-ray, etc. 
Gynecological. Dietetic and Nursing Services. 
Children’s. Out-patient Department. 
Mental. Social Service Department. 
Cripples. Medical Record Depzrtment. 
Deafand Dumb. Service Department, etc. / 


Nurses. 
Employers. 





Clinics and Dispensaries. Domiciliary Services. 












Nursing Services. 
General Practitioner Services. 
Social Services. Home Help 
Linking up with 

Follow-up and After-care. 


Poly-clinics. Health 
Centres. Schools. 
Technical Colleges. 
First-Aid Posts in oat 
Industry and Sport. 
Clinics at Factories 

ard Other York Places. 
















a 


Health Visiters. 
Statistician, ete. 


Dietitian. Sociologist. Voluntary Aids. Teachers. 


© Special Hospitals will naturally have various departments similar to General Hospitals. 


oy TABLE IV, 


THE REHABILITATION OF THE DISABLED. 
VAR SE A SE LE SS SERIE SE ae OT 





Object 
Services Occupational Therapy Follow-Up 
and and 
Vocationa! Training. After-Care. 












General and Specia) Hospitals. 
Cecupational Therapy Centres, 
General and Special 
Vocational Training Centres. 
Special Classes in Schools. 


ee ee 


Agency: 








tHiome Visiting. 


General Practitioner. 
_ Psychologisr. 
Orthopedist. 
Psychiatrist. 
Physiotherapist. 
Seciologist. 
Medical Specialists. 
Physical Culturist. 
Masseur, Technician. ; 
Tradesman, etc. - ‘ 


Personnel : 


Convaiescent Homes. 


> 
General Practitioner. 
District Nurse, 
Health Visitor. 
Sociologist, 
etc. 


Invalidity 
and 
Compensation. 


, Re-employment. 

















Employment 





Workmen’s 

Compensation Legislation. Agencies and 
Unemployment Insurance > Government, 
er Other Pleasures. Frivate and 


Maternicy Grants. 


LL 


Institutional. 


General Practitioner. 
Medical Specialists. 


Genera! Practitioner. 
Medical Specialists. 


Socisiegist. Sociologist. \. 
: Actuaries, . ; * tndustry.. : 
etc. Government Departments, 
etc. 











CHAPTER IV. 


PREVIEW. OF THE REPORT. 


1. This chapter is written for readers who, while 
interested ‘in our general aims, are unable to give 
the time necessary to a detailed study of the report. 


‘2. In the three opening chapters the Commis- 
sion, approached its subject in three ways—histori- 
cally, democratically and scientifically. 


3. Historically, the appointment of the Commis- 
sion and the production of our report represent the 
climax of widespread and spontaneous movements, 
manifested in’ the many ways described in Chapter 
1, towards the establishment of health services on 
a scale commensurate with national needs and in 
accordance with modern. conceptions. 


Ad hoc enquiries and piecemeal legislation of 
the past, world trends. and opinioyw6 on South 
Africa’s health ‘and allied problems and _ their 
influence on Sonth African thought are considered ; 
as are also the efforts of organized labour, of com- 
merce and industry, of voluntary organizations and 
of the public generally to remedy the present state 
of affairs. : 


aes 


The medical and allied professions have played 
a leading réle in the endeavour to find a solution 
of the nation’s complex health problems; and 
Parliament has taken a keen interest culminating 
in its aeceptance in- February 1942, of the motion " 
asking for, the appointment of this Commission. 


4. The Commission, having been appointed, — 
could have retired behind closed doors, consulted’ 
blue books, studied reports, examined a few wit- 
nesses, and in a few months have produced a plan 
for a National Health Service. We preferred the 
democratic procedure described in Chapter 2. 


We considered it to be our first duty to ascertain 
for ourselves the health needs of the people and 
the extent to which they are being met by existing - 
health services. In the course of our enquiry: 
ranging over the vast territory of the Union, we 
were confronted with problems of extraordinary 
wide demographical and sociological variations. 
There are many. races with varying levels of cul- 
ture, as between the different races, as well as 
within the same racial group.’ There are wide 
variations in the financing of health services: by . 
individuals, by benefit societies, by employers, by 
the national authority, by the Provincial Authori- 
ties, by local authorities and by philanthropy. 


‘ 


| 


5. So also with the availability and type of 
personnel; these range from specialists down. to the 
Native herbalists and witch doctors. Among the 
agencies for the training of this personnel there 
is a great variety: Universities, Hospitals, Tech- 
nical Colleges and mother wit. There is also a 
gross maldistribution of personnel. 


6. We have endeavoured to avoid patchwork 
recommendations and hasty improvisations and to 
address ourselves to the main task—the planning 
of an organized National Health Service. We are 
indebted to all those representatives of public 


authorities, of professions and associations and of . 


the public generally, who made such valuable con- 
tributions towards our work, who ‘“‘ so generously 
coéperated in the endeavour to find the way to 
better things ’’. 


7. We determined at the outset to evaluate the. 


past and present, and to plan for the future, having 
regard neither to variations of political creed 
‘within the orbit of democracy, nor to rival social 
theories, but simply to the modern scientific con- 
ception of health. For this reason we considered 
it desirable to give an account, which appears in 


Chapter 3, of that conception and of the services. 


necessary to establish and maintain health among 
the people. 


8. The modern conception of health indicates 
not only absence of disease but a maximum degree 
of physiological and mental efficiency. It em- 
braces the evolution of our knowledge regarding 
the factors which make or mar human health and 
happiness. Its aim is economic prosperity, social 
contentment and creative power. The attainment 
of this positive ideal must be the primary objec- 
tive. But because of the legacy of ill health of 
the past, of the imperfections of our present system 
and the incidence of non-preventable disease and 
injury, there is and will be for many years a 
secondary objective—the provision of adequate 
curative and rehabilitative care. 
and the range of services necessary for their attain- 
ment are fully set out. 


9. Neither in this country, nor, as far as our 
knowledge goes, in any other, has a Commission 
ever before been appointed by the State to make a 
nation-wide survey of existing health needs and 
services, and to produce a plan for a national health 
service designed to promote and preserve the health 
of all sections of the people in accordance with 
modern standards. | 


10. The general structure of the report will be 
clear from the titles to its several parts; and its 
contents from the headings of the chapters. Part 
II is a survey of health services in the Union as 
ithey exist to-day. Part III deals with fundamental 
issues regarding which it was necessary to come to 
definite conclusions before it was possible, in Part 
IV, to present in some detail a scheme for the 
‘organization of a National Health Service adequate 
for the health needs of the country, and at the same 
time in conformity with the general principles of 
public administration which obtain in the Union. 
Part V indicates the practical steps which must be 
taken to bring such a service into being. 

| The Survey. 

11. The opening chapter of Part IJ deals with 
health legislation, which determines the scope of 
the services provided by public authorities, and 
regulates those provided privately, and with the 
administrative machinery providing or controlling 
these services. Dominating the legislative back- 
ground are the provisions of the Constitution of 
1910 and the Public Health Act of 1919: Neither 
the one nor the other contemplated the provision, 
by the public authorities, of personal health ser- 
vices for all. The health of the individual was 
not the executive responsibility of the State unless 





These objectives, 


it 


‘Department of Public Health 
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and until he suffered from a communicable disease, 
and even then its responsibility was primarily that | 


of ensuring that he was adequately isolated and 


thus prevented from starting or prolonging an 


epidemic. Any other personal health services pro- | 
vided by public authorities were given as part of | 


pauper medical relief and not as a citizen right. 
¥or the, vast majority of citizens, the procuring of 
personal health services was and is a private, indi- 
vidual responsibility like the purchase of clothing 
and food, and unlike the provision of primary 
education for their children. 


12. The South Africa Act assigned to the Pro- . 


vinces the control of local government, one of the 
chief functions of which was and is the provision 
of non-personal health services on a communal 


_ basis, and the control of ‘‘ hospitals ’’—not de- 


fined in the Act, but by common consent taken to 
mean “ public general hospitals ’’—which in the 





Constitution itself were bracketed with:‘‘ charitable . 
institutions °’ and to this day are supported in part | 


by private as well as public charity. Pauper relief, 


including medical relief, was also assigned to the 


Provinces. 


13. The Public Health Act established a central 
Ministry of Public Health. Although in certain 
matters it established direct relations between the 
central health authority and the peripheral local 
authorities, to whom the Act assigned initial 
responsibility in regard to local public health, 7t 
did not make the new ministry also the Ministry 
of Local Government. The Act conferred upon the 
art inspectoral and 
advisory powers in regard to non-personal health 
services or, as they were then termed, environ- 


mental sanitary services, and, making use of a 


system of subsidies, considerable control over,infec- 
tious diseases hospitals and clinics provided by 
local authorities. 


Provincial Administrator. 


14. It is most important, even in this resumé, 
to note the limited conception of public health 


‘tein senysiremen 


au Coercion of defaulting local ! 
authorities, could only be achieved through the | 


which obtained in 1919 and which determined the — 


provisions of the Public Health Act. It was that 
the proper function of the public health services 
was simply to ensure a sanitary external environ- 
ment—which in practice meant non-personal health 
services and the effective control of infectious 
persons. - 


15. There were irom 1919 onwards three sets of | 
public authorities concerned with the provision of | 
health services: the local authorities, with execu- | 


tive responsibility for non-personal health. services, 
for personal health services relating to infectious 
diseases, and, in the Cape, a part of financial 
responsibility for public general hospitals; the 
Provincial Councils, with statutory responsibility 
for the control of hospitals and for pauper medical 
relief, and a voluntarily-assumed responsibility, 
derived from their function as education authori- 


ties, for the.medical inspection (and, later, treat-— 


ment) of school children, and limited responsibility 
for public health in areas not covered by statutory 
local authorities; and the central Department of 


‘Public Health, endowed with powers to advise, 


assist and, if necessary, coerce the local authori- 
ties and provincial administrations in regard to 
their public health duties, and with authority to 
undertake certain duties on its own account. 


16. In 1920 the Housing Act was passed. This 
remains the only legislative measure for providing 
public assistance in regard to a non-personal health 
service, and each of the three sets of health authori- 
ties just mentioned is involved in its workings. Of 
recent years the State has given assistance to pro- 


motive health services—physical and general health. 


and nutrition—and to rehabilitative 





education, 
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health services, although none of this assistance 
rests on a statutory basis. It has also, by an 
extension of the district surgeoncy system, par- 
ticularly the creation of whole-time posts, and by’ 
the establishment of Health Units, made increased 


but still very inadequate provision for general. 


medical services in a few of the more needy areas 
of the Union. 


17. The State has also laid upon employers the 
legal duty to provide health services for certain 
classes of employee—compounded: mine - Natives, 
and indentured Indians—and medical aid in respect 
of accidents and industrial diseases. Some large- 
scale employers, including the Government itself, 
voluntarily provide or assist to provide general 
medical services for their employees. Over all these 
employers’ services the State exercises an inspec- 
toral and regulatory authority. 
and regulates the practice of private _ premises 
where nursing is carried on for gain. It does not 
directly control the private practice of doctors, 

dentists, nurses, etc., but has created a semi- 
independent body, the South African Medical 
Council, which discharges this function. 


18. With such a complex legislative and ad- 
ministrative background, with the distribution of 
responsibility between several layers of public 
authorities—central, provincial and local—and the 
dependence of curative services upon voluntary 
agencies, it 1s little wonder that the pattern of 





health services in the Union is confusion—(a 
“crazy patchwork ’’). Nevertheless, the study 


reveals that, despite these hindrances to ordered’ 
progress, there has been a gradual enlargement of 
the scope of public health services. Beginning 
with purely environmental sanitation there has 
been added statutory provision for services relating 
to housing, district nursing, health education and 
finally, nutrition. There is manifest also the ten- 
' dency for the State to assume the responsibility for 
' curative as well as preventive health services in 
needy areas. 


19. The complexity and confusion are increased 
by the enormous range of variations in the socio- 
economic factors described in the second chapter of 
the Survey. There are in the Union communities 
ranging from extreme degrees of educational and 
economic. backwardness, too ignorant and in any 
case too poor to provide themselves with the minima 
for the promotion of health and the prevention of 
disease, to well-educated and prosperous groups 
who lack neither the knowledge nor the means to 
provide fully for their health requirements.’ These’ 
extremes may be separated territorially from each 
other; but they are also found intermingled in the 
area of one and the same local authority, some- 
times an urban and sometimes, as on the farms, a 
rural. The national evils—poverty, ignorance and 
illiteracy—are found to have profound effects upon 
the production’ of economic and_ pathological 
casualties and upon national productivity and pros- 
perity. 


20. In the detailed survey of health services 
which commences with Chapter 5, all services are 
taken into account whether provided by public or 
by private agencies. It is found that, scanty as is 
our knowledge: of eugenics, nevertheless there do 
not exist adequate services for bringing to the 
people the advantages of what knowledge there is. 


Malnutrition (Chapter 8) is rife throughout the- 


land, and hitherto the services for its prevention 
appear to be quite ineffective. Housing (Chapter 
9) is a problem which, despite the Housing and 
Slums Acts, steadily becomes gravér, nor does any 
effective solution appear to be in sight. If housing 
and Native locations are excluded, environmental 
services (Chapter 10) are satisfactory in most of the 
larger local authority areas, but leave much to be 
desired in many small local authority areas, in 


It also inspects | 
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; 
} 
| 


nearly all urban Native locations, in peri-urban 
areas, and in rural areas generally. Health educa- 
tion, including physical education (Chapter 11), 
has made considerable progress of recent years, but 
the greater part of its task still les ahead. 


21. Personal preventive health services (Chapter 
12), which should be the very foundation of health 
services, exist only in-a rudimentary form in the 
Union to-day. They are incomplete, they are not 
part of a pre-determined plan, and they are carried 
out by a multiplicity of agencies. Some depend on 
the varying energies and enthusiasm of local 
authorities,, others on-the enterprise of. private 
agencies with the stigma of charity prevailing, and 
others again are carfied out by various Depart- 
ments of State. Of those administered by local 
authorities, some are subject to certain refunds 
from the central authority, which may lead to dis- 
putes and delays, with consequent impairment of 
the efficiency of the services themselves. Extra- 
institutional personal curative services (Chapter 13) 
are adequate for the wealthy, for those lower in- — 
come groups who have successfully organised them- — 
selves into benefit societies, and for a few classes 
of employee provided for by their employers; but 
are totally inadequate for the great mass of the 
people, to whom they are supplied, in the main, 
not according to their needs but according to their 


-Ineans. Hven paupers receive a very poor service, — 


owing to the insufficient number of district sur-— 
geons. Dental services are included here, and the 
same general remarks apply to them as well. Insti- 
tutional personal curative services (Chapter 14) 
are, with a few exceptions, nearing adequacy for 
Europeans but are still very inadequate for non- 
Kuropeans. The lower income groups receive: free 
hospital services more easily than they can obtain 
free extra-institutional services. Rehabilitative 
health services (Chapter 15) are under-developed, 
although promising beginnings have been made in 
some directions. Other services (Chapter 16) ancil- 
lary to health services, are also very poorly 
developed, and thus hinder the technical efficiency — 
of diagnostic and remedial -measures. 


_ 22. The curative health services both extra- and 
intra-institutional, are also administered by a great 


. variety of agencies, both public and private, the 


most notable feature being that under Section 85 
of the Act of Union, Provinces were assigned the 
responsibility of ‘making ordinances in connection 
with the ‘‘ establishment, maintenance and 
management of hospitals and charitable institu- 
tions ’’’. There must be close inter-dependence. 
between services at health centres, domiciliary ser- 
vices, hospital services, and rehabilitative health 
services. Hospitals are in fact an integral part of | 
the whole series of Personal Health Services. Yet 


_ we find that hospital services, which represent the 
middle phase of the curative services, are various- 
' ly administered in splendid isolation by four sets 


_of provincial authorities, whereas the other phases 
'are provided either by private agencies or by 


‘ authorities other than provincial. 


23. In Chapter 17 are revealed the quantitative — 
and qualitative deficiencies, as judged by modern 
standards, in the supply of technical personnel for 
health services; and it is emphasised that unless 
these are remedied, they will prove the most serious 
barrier to any rapid expansion or improvement of 
health services in the near future. Auxiliary per- 
sonnel are in even shorter supply than medical 
practitioners. 


24. An estimate has been made, in Chapter 18, 
of the national expenditure on health services and 
of its distribution. A little over £14 millions 
annually is spent on personal health services—61-4 _ 
per cent. by the public direct, 14-4 per cent. by | 
the central Government (not all of it by the Depart- 


ment of Public Health), 12:3 per cent. by the 


Provincial Administrations, 2-9 per cent. by the 
local authorities, and 9-0 per cent. by employers 
including the Government. Only 1 per cent. of 
this total is spent on preventive services! However, 
if the expenditure on subsidised housing and sub- 
sidised nutrition be taken into account and regard- 
ed as expenditure on preventive services, the grand 
total rises to nearly £17 millions annually, of 
which 17-8 per cent. is for preventive services. 


25. The survey is summarised in Chapter 19.) 
The criteria provided by such vital statistics as 
are available and by the results: of recent special | 
nutrition and other surveys, are used as a basis of 
judgment; and the verdict is that the health of} 
the people is far below what it should be and could 


13 


| 


be. The country is not making the most effective § 


use of the scientific knowledge available to it, nor) 


even of its own resources of medical and medical. 
the!) 


auxiliary manpower. Health services. in . 
Union are not organized on a national basis, are | 
not in conformity with the modern conception of | 
health, and not available to all sections of the | 


people. In short, the situation is the exact opposite | 


of that postulated in the Commission’s terms of | 
Those terms were drawn for it by the | 


reference. | 
Government; and the Commission has ample’ 
proof, in the evidence it received throughout the | 
country, that they correctly reflect the universal ’ 
desire and will of the people. 


26. The Commission, being convinced that a 
national health service in accordance with its terms 


of reference cannot be developed by a mere expan- || 
sion of existing administrative, legislative and || 


Atta Nay, 


financial arrangements, decided to devote an entire ° 


section of its report to a consideration of the funda- 
mental issues in the several spheres which must be 
decided if such a national health service is to be 
established and successfully maintained. 


The Fundamental Issues. 


+27. An organized National Health Service im- 
plies a national health authority. This in turn im- 
plies the assumption by the State—for there can 
be no other national authority—of ultimate legisla- 
tive and financial responsibility for the provision 
of health services for all, on a basis of need instead 
of means. Reference to the italicised words in 
Paragraph 11 of this chapter will show how great 
an innovation this is in the realm of political and 
social theory and practice. It places health services. 
in the same category as education. Fully alive to 
these far-reaching implications, in Chapter 20 the: 
Commission frankly considers them, and concludes 
that it is in the national interests that this tremen- 
dous change of basis should be made. 


28. In the next chapter the Commission discusses 
the scope of the National Health Service. Health, 
as we understand it to-day, requires for its 
establishment and maintenance many services lying 
beyond the sphere of medical and even public 
health practice, as carried out in the past. What 
then? Are their spheres to be enlarged to include 
these other services—wage determination, agri- 
cultural production programmes, education, social 
rehabilitation—as well as those environmental ser- 
vices long accepted as the legitimate concern of 
‘the Medical Officer of Health? The Commission’s 
answer to this question is based upon the distinc- 
tion which it has drawn, in Chapter 3, between per- 
sonal and non-personal health services, and between 
the promotive, preventive, curative and rehabilita-. 
tive phases of personal health services; and upon 
the distinction which it emphasises, between 
primary executive responsibility and supervisory, 
inspectoral and overriding or coercive authority. 


29. The Commission proposes that the National } 


Health Service should be completely responsible | , 


\ 


executively for those health serviges—preventive | 
and curative personal health services—which re- | 
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quire for their carrying out the services of medical, 


dental and nursing personnel. In this way it will 
be possible, particularly in a country which is 


short of such personnel, and presents great socio- 


. . . . . 
economie variations, to make the most efficient use ‘ 


of all the resources of health personnel and mater- 
ials available. 


) 


; 


30. In regard to health promotive services—wage | 


determinations, general and ‘health education, 
physical education, nutrition, industrial hygiene 


and welfare—the National Health Service should | 


not itself be executive, except to carry out, in colla- 

boration with appropriate authorities, pure and 

applied research on the medical aspects of such 

services, to have advisory and inspectoral functions | 
with regard to them, and to assist in certain aspects 

of health education and industrial hygiene. 


31. In regard to non-personal health services— | 
and town-planning, sanitary measures, | 
food handling, the abatement of nuisances, the | 
regulation of noxious trades—the National Health 


housing: - 


Service should have advisory, inspectoral and, 
where necessary, coercive powers. It should also 
collaborate with appropriate authorities in research 
related to those services. 


o2. In regard to rehabilitation, it should colla- | 


borate with other authorities—education, labour 
and social welfare—in providing services suited to 
the varying needs. That is to say, it will be both 
executive and advisory, and will itself accept ad- 
vice from other authorities. 


1 


33. Chapter 22 discusses the type of National | 


Health Service which should “be established in | 
The Commission recommends the | 
only type which in its opinion is possible in a | 
democratic state, namely, one which is under the | 
direct control of a Minister answerable to Parlia-’ | 
However, special account is taken of the | 


South Africa. 


ment. 
fact that on the one hand a health service affects 


the lives of the people in a peculiarly intimate | 


fashion, and on the other hand it is highly techni- 
cal; and that, therefore, it 1s most important, from 
-both these viewpoints, to prevent it from falling 
under purely bureaucratic control. 


34. How this is to be achieved is indicated in 
Chapter 23, which describes the national health 
authority. The Minister of Health, responsible to 
Parliament for the administration of this great 
public service, is not divested of this responsibility, 
which in the last analysis is his alone; but he is 
to be advised by a National Health Council, a body 
on which there will be representation of taxpayers, 
of voluntary agencies interested in health matters, 
and of professional and technical interests. The 
proceedings of the Council will be public, and it 
will have power to discuss any matter whatsoever 
relating to national health. The Council will have 
a say in the selection of the personnel of the 


National Health Board. 


30. This Board represents the present office of 
Secretary for Public Health, which has always 
been combined, with that of Chief Health Officer, 
converted into a Board of three, or five, members. 
The Director of National Health Services would 
be chairman, and the other members technical and 
non-technical in equal numbers. The personnel of 
the Board would not necessarily be permanent, 
appointment to it being for a five-year period, but 
renewable. Another element proposed for the 
national health authority is the National Health 
Congress, an annual gathering of representatives 
of technical personnel throughout the ’ Service, 


which would have the right to offer advice and ' 


comments on technical matters to the National 
Health Board and the National Health Council, 
and, it is recommended, the right to submit 
nominations for the appointment of two out of the 


three members of the National Health Service 


Personnel Commission. 


CuaPter LY. 


36. A personnel commission, separate from the 
Public Service Commission, is proposed on the 
grounds of the magnitude and highly technical 
nature of the National Health Service, and it is 
strongly recommended that, as a quid pro -quo for 
the surrender by professional persons of a great 
deal of their present-day independence with regard 
to the conditions under which they practice, the 


technical personnel be given the right described in. 


connection with the National Health Congress. 


37. In a country as large as the Union, there 
must be administrative decentralisation of a ser- 
vice which, although under the control of the cen- 
tral Government, everywhere touches the daily 
lives of the people. The decentralization must be 
determined by specific Regional needs and not by 
the geographical boundaries drawn upon a map of 
the past. In Chapter 24 the Commission proposes 
that the decentralization should take the form of 
some twenty-four regional administrations each 
under the control of a regional health officer, with 
appropriate assistant administrative staff, responsi- 
ble directly, to the National Health Board for the 
carrying out of such functions of the National 
Health Service as are relevant to the needs of his 
region. He would thus be an executive officer of 
the central health authority. However, he. would 
be advised by a Regional Health Council, analogous 
in constitution and functions to the National 
Health Council. The Commission explains fully 
its reasons for not proposing the establishment of 
elected regional authorities with autonomy in re- 
gard to rating or taxing powers. 


38. Chapter 25 discusses the role of the Provinces 
in the new regime proposed by the Commission. It 
is advised that. the Provinces should surrender to 
the National Health Service the control of financial 
responsibility for all personal health services 
hitherto maintained by them—general hospitals 
and their offshoots, school medical services, pauper 


medical relief (in Natal), and minor duties in rela- 


tion to infectious diseases. Such a transfer is plain- 
ly essential if the National Health Service is to 
achieve a complete integration of all personal 


‘~. health services. 


39. The Commission considered an alternative 
‘scheme—that of central planning with delegation 
of executive responsibility to the Provinces. It con- 
cluded that this is incompatible with the principle 
of provincial. autonomy in regard to those functions 
which are assigned to the Provinces, and, judging 
by the results of the past in connection with matters 
of limited scope, as unlikely to succeed in the case 
of a highly technical service embracing the com- 
plete range of personal health services, requiring 
so vast a range of technical personnel, and calling 
for finance which could only be met nationally. 


40. But the transfer of these services 1s not 


intended to diminish the contribution of the Pro- ° 


vinces to the meeting of the national health needs. 
On the contrary, it is designed to release them from 
a rapidly expanding liability in order that they 
may be free to develop another. important function 
assigned to them by the Constitution of 1910—one 
which in the opinion of the Commission, following 
the line of modern thought in these matters, is of 
infinitely greater potential value in the promotion 
and safeguarding of the public health than the 
‘provision and control of hospitals. The Pro- 
vinces are also the controlling authorities: for local 
government, and the Commission does not propose 
that they should surrender this function, but that 
‘they should develop and exploit it to the benefit of 
,the public health. The provision o¥ non-personal 


‘health services is one of the most important duties. 


of local government. Two of the. Provinces them- 
selves have already given an indication of the great 
possibilities which the Commission has in view. 
In Natal there has been established the Local 
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workers—hygiene 


Health Commission, specially charged with the 
duty of improving environmental services in peri- 
urban black belts and provided with financial 
assistance by the Province; and in the Transvaal a 
Peri-Urban Areas Health Board is likewise being 
set up by the Province. It is urged that the Pro- 
vinces should create such:local authorities to cover 
the whole of the hitherto neglected rural areas, and 
provide them, as well as financially weak urban 
local authorities, with funds at sub-economic rates 
of interest wherewith to provide improved non- 
personal health services. 


41. The Provinces could further develop such | 


personal promotive health services as-the subsidisa- 


tion of school meals, the provision of swimming 
baths and equipment for physical education; and / 
codperate with voluntary organizations in estab- | 


lishing nursery schools. 


42. The local authorities, whose réle is discussed 
in Chapter 26, are also to be relieved of responsi- 
bility for personal health services. Even the 
largest of local authorities provide only a small 
part of the range of personal health services, and . 
would be quite incapable of meeting even half the 
cost of the full range. The money saved will yield 
a better return through being applied to housing 
and other environmental health services. More- 
over, in future the Provincial Administrations in 
their capacity as supervising authorities for local 
government will be in the best position to decide 
the amount of assistance to be given to any parti- 
cular local authority. Local authorities wall co- | 
déperate with the National Health Service, wherever 
necessary, particularly in connection with the con- 
trol of infectious diseases, at the level of the Health 
Centres. \ 


‘43. Having in the survey drawn attention to the 
crucial importance of personnel in relation to ex- 
pansion of health services, the Commission devotes 
the final chapter of this part of its report to a 
consideration of the ways and means by which 
personnel adequate in numbers and _ suitably 
trained, are to be provided for the National Health 
Service. It points out that the clinical training of 
personnel—doctors, nurses and physiotherapists in _ 
particular—can be much better organized if all 
the resources available in hospitals and clinics are 
placed under unified control; and that the National 
Health Service itself, through its rural and urban 


moon 


Health Centres and its own institutes for research 3 


in hygiene, will be able to provide greatly 
increased facilities for the training of preventive — 
officers, health visitors and 
inspectors, health assistants, dietitians, and social 
welfare officers. _ ; 


The Organization of the National Health Service. 


44. It will be observed that, whereas in consider- 
ing the constitutional issues, the report deals first 
with the central authority, and thereafter with 
the sub-central and ‘Jocal authorities, in describing 
the organization of the health services themselves 
this order is reversed. This has been done 
deliberately Gn order to place beyond doubt the 
Commission’s view that the National Health 
Service in being should not be merely the 


- mechanical projection upon a passive public of 


some scheme worked out to the last detail by a 
central bureaucracy; but that it should be rather 
the sum total of the activities of the Health Centres 
throughout the country, each of them autonomous 
to the utmost extent possible, and each allowing 
for and expressing in its local arrangements, the 
almost infinite variety of the needs, and _ best 
methods of meeting those needs, in different areas. 


45. The Health Centre is the practical expression 
of two of the most important, and universally 
accepted, conclusions of modern medical thinkers. 
The first is that the day of individual isolationism 
in medical practice is past, and that medical prac- 


titioners and their auxiliaries can make their most 
effective contribution to the needs of the people 
through group or team practice. The second is 
that the primary aim of medical practice should be 
ithe promotion and preservation of health. Hitherto, 
whilst medical men everywhere have subscribed in 
theory to these views, in practice they have as yet 
found only very imperfect expression. 
practitioners confine themselves almost entirely to 
curative work, and medical officers of health to 
preventive work, The Commission believes that the 
Health Centre can provide an effective meeting 
place for both these branches of medical practice. 


46. The proposal, fully elaborated in Chapter 
28, is that all extra-institutional medical practice 
in future should be based upon Health Centres, 
each serving the population within a clearly 
defined area. General practitioners will there be 
supplied with adequate technical diagnostic equip- 
ment and will be assisted by nurses, radiographers, 
laboratory technicians, physiotherapists, etc. The 
general practitioners in a Health Centre area will 
form a team, electing its own leader and its own 
representatives to the Health Centre Council. 


47. Families living in the area will have free 
choice of doctor from among the staff of the Health 
Centre—that is, they will have the same right of 
choice as to-day. The doctors will also have the 
right to refuse to accept families on their lists in 
the first instance. Provision will be made for a 
change of doctor, not capriciously as is so often the 
case to-day, but for good reason shown. The doctor 
chosen by a family will have the primary respon- 
sibility for the health of all its members. In this 
he will be assisted by one of the health visitors 
attached to the Health Centre, who will form the 
link between it and the home. Should he or she 
detect any shortcoming in the nutritional, health 
educational.or environmental services bearing upon 
the health of the family, appropriate advice will be 
given to the executives of such services, through the 
registrar of the Health Centre. If these fail, 
report will be made to the regional health officer, 
who may take stronger remedial measures. 


48. The foundation of the practice of the Health 
Centre will be the periodic medical examination, 
resulting in a continuous process of health educa- 
tion, in which the family physician will play the 
leading part, rather than in the writing of pre- 
scriptions. But when ill health does overtake any 
member of the family, the initial responsibility 
for his treatment will lie with the same physician, 
who will have at his command the entire specialist 
and institutional resources of the National Health 
Service. | . 


49. The purely technical aspects, including hours 
of work and holiday relief, of the institutional and 
domiciliary practice of the Health Centre will be 


arranged by the technical members of its staff 


through an elected Technical Committee. There 
will also be a Health Centre Council, composed of 
representatives of the general public, the local 
authorities, voluntary organizations, and_ the 
Technical Committee. This Council will advise 
upon the most effective methods for the fulfilment 
of the objectives of the Health Centre. The Health 
Centre Council will send at least one representative 
to the Regional Health Council. 


60. Health Gentre Councils will have the right 
to make representations regarding the personnel of 
Health Centres, but the final allocation of personnel 
will rest with the national authorities, who alone 
will be in a position to balance the needs of one 
area against those of others throughout the land. 


Thus will be avoided the present maldistribution of | 


health personnel. 


Sr, . 

51. A special chapter is devoted to hospital and 
ancillary services, which represent the most highly 
specialised phase of personal health services. The 


General ' 


1b 


‘effected through 
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bringing of all hospitals under the control of a 


unified national authority will enable the most | 
most effective use to © 


rational and, therefore, 
be made of specialist technical personnel and equip- 
ment. Family physicians working at Health 
Centres will have the right to treat in the general 
practitioner hospitals any member of the families 
under their general care, with the assistance of 
specialists im a consultative capacity; difficult 


- cases would be handed over to the full charge of 


specialists, wherever available. Each hospital will 
have a Technical Committee and a Public Relations 
Committee or Hospital Advisory Board. In some 
rural areas, particularly Native, the hospital and 


“Health Centre may be combined; but usually the 


hospital will be distinct, and will serve several 
Health Centres. ° The tendency will be to avoid 
numerous specialised types of hospital, but there 
will be special departments—such as maternity, 
infectious diseases, paediatric—in large general 
hospitals. However, there will be national 
(University) hospitals and supra-regional hospitals 
—mental, orthopaedic, radiotherapeutic, etc. There 
will be a great development of chronic sick homes, 
convalescent homes and spas. 
paedic hospitals will be linked closely with occu- 
pational therapy institutions, special colonies 
providing for sheltered pursuits, and so forth. 


52. The regional administration represents ‘the 
decentralisation of the executive, the inspectoral 
and to some extent the advisory functions of the 
central health authority. Upon the regional 


health officer will be placed the responsibility for 


ensuring that health services within his region are 
in accordance with the general national policy and 
are making the most effective use of the resources 
available. All vital statistics and health reports 
for the region will pass through his hands. Routine 
and special inspections—the latter based upon indi- 
cations revealed by examination and analysis of 
reports and statistical returhs—of non-personal and 
promotive health services will be made at his direc- 
tion; and he will be responsible for advising the 
central authority as to when and where coercive 


“measures, as provided for in the National Health 


Act, should be instituted. He will have under his 
immediate control a small mobile reserve of tech- 
nical personnel to deal with any- temporary 
unusuallly high incidence of ill health in any part 
of the region; and will also control long distance 
road and aerial ambulance services. 


53. The Regional Health Officer will be advised 
by the Regional Health Council, already described, 
to which the Health Centre Councils will send 
representatives. ' 


04. The central organization will be an expression 
of the functions assigned to the National Health 
Service as a whole. 


sible to the National Health Board. Each division 
will be responsible for research work in its parti- 
cular field, for the collection and dissemination of 
information relating to it, and in respect of execu- 
tive functions of the National Health Service, for 
the supervision of field services. The latter will be 
exchanges with the regional 
administrations, not only by way of instructions 
issued and reports received, but also by way of an 
inspectorate constantly moving between head- 
quarters and the field organization. — 


55. At the national level, there will be much ex- 
change of information and discussion between the 
National Health Service and other central Govern- 
ment departments responsible for services which 
have a bearing upon health. In some fields this 
will be effected through the medium of standing 
inter-departmental committees; in others, where 
extra-government agencies and interests are con- 


cerned, it will. be through the medium of National 


- 


The work of ortho-: 


: 


— 


There will be several head- | 


quarters divisions, each under a director respon- | 


Cuaprer LY. 


Advisory. Boards of which there are two or three 
examples already. Some of these committees and 
boards will also act as advisory or even controlling 
boards for special research institutes dealing with 
other than purely clinical research. The latter will 
be organized by the National Health-~Service itself. 
The National Health Council will act as a con- 
trolling authority for all these ad hoc bodies, none 
of which will be established except at its express 


direction. This will avoid duplication and over- 
lapping. | 
56. It should be noted that eventually the 


National Health Council is to be composed mainly 
of representatives sent from the Regional Health 
Councils, which in their turn will be composed. of 
representatives from the Health Centre Councils. 


57. Indications have already been given of the 
manner in which the personnel of the health ser- 
vices will be organised. At every level they will 
be given adequate means to express effectively their 
views on the technical.aspects of the services under 
their charge. Thus there will be technical com- 
mittees in connection with each Health Centre and 
each hospital throughout the Service. In each 
region there will be ‘an annual Regional Health 
Conference of all delegates from the various tech- 
nical committees; and the Conferences will in turn 
send delegates to the National Health Congress. 
The latter body will assist in choosing two out of 
the three members of the National Health Service 
Personnel Commission which will control condi- 
tions of service; and will also have the right to 
make representations to the National Health Coun- 
cil regarding technical matters. Special provision 
will be made to secure effective representation of 
the interests of technical personnel outside the 
National Health Service proper, that is, of per- 
sonnel employed by the Provincial and local autho- 
rity non-personal health, services, and for transfer 
of pension and other rights from the one set of 
services to the other. 


58. Initial responsibility for non-personal health 
services is assigned to the local authorities, which, 
‘in places where there is no constituted local autho- 
rity, will automatically mean the Provincial Ad- 
ministration. It will be for the latter to decide 
whether to provide non-personal health services 
itself, or everywhere to create rural local authori- 
ties charged with this duty, or, in certain areas 
to contract with the Regional organization for such 
services. The national health authority will esta- 
blish standards for these services, and it will be 
the duty of the regional administration of the 
National Health Service to see that they are 
attained and maintained. Failure to achieve the 
prescribed standards in any area will result in the 
taking over of executive responsibility by the 
National Health Service, the costs incurred being 
charged to the defaulting authority. It is antici- 
pated that the Provincial Administrations, relieved 
as they will be, of the financial burden of hospitals 
and other personal health services, will give such 
financial assistance to local authorities as will en- 
able them to achieve the prescribed national 
standards with regard to non-personal health ser- 
vices. 


59. It is pointed out in the report that it will 
not be necessary to employ personnel with full 
training in medicine as well as public health, for 
the carrying out of non-personal health services. 
Persons with a thoroughly scientific training in 
the theory and practice of environmental hygiene, 
such as is now available in the w#ourse for the 
degree of B.Sc. Hygiene (hygiene officers) will be 
competent to undertake the direction of non-per- 
sonal health services in the vast majority of local 
authority areas. The knowledge of their’ own 
engineering and other professional colleagues in 
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-gonnel of the National Health Service, will be 


‘hygiene services will be provided by health inspec- 


‘ authorities in the area which a Centre serves, par- 


the local authority administrations, and of the per- | 
available to them at all times. Auxiliary staff for 


tors, and by native health assistants. One of the 
duties of the Health Centre Councils will be to. 
promote codperation between the staff of the 
Health Centre and the hygiene staffs of local 


ticularly in regard to the control of infectious dis- 
eases. . . 


60. The special circumstances relating to areas 
under the administrative control of the Native 
Trust, are regarded as warranting the recommen- 
dation that in these areas the executive responsibi- 
lity for non-personal as well as personal health 


services should be assigned to the National Health | 
Service. 


61. There will still be an abundant place for 
voluntary effort in the provision of health services 
for the people. Owing to the shortage of technical 
personnel and of buildings it will be necessary for 
many years to come to depend upon the efforts of 
voluntary organizations to supplement the provis- 
ion made by the National Health Service itself; 
and for all time there will be certain auxiliary ser- 
vices better undertaken by private than by official 
agencies. These are all discussed in Chapter 34. 








Measures for the Implementation of the Report. 


62. The Commission assumes that some time will 
elapse between the date of the presentation of the 
report and the coming into operation of the com- 





plete service as proposed in it. During that period 


careful preparations will require to be made involy- 
ng much detailed planning and important negotia- 
ions. 


- 


_ 63. These negotiations will be of such complex- 
ity and their outcome of such importance, for they 
will largely determine the ultimate control, 
organization and administration of the National 
Health Service, that they will require time and 
the most careful and authoritative handling, 


64. The National Health Service cannot be 
brought into operation until negotiations have been 
concluded with the various professional and techni- 
cal organizations; nor until negotiations have been 
carried out with the Provincial Administrations, 
local authorities, benefit societies, charitable and 
voluntary organizations, and other interests as to 
the exact manner in which their respective services 
are to be integrated into the National Health Ser- 
vice. This Commission may lay down, and the 
Government accept, the broad principles and the 
basic conditions in connection with these issues, 
but there will remain many details requiring to 


_be worked out and settled in collaboration and con-— 


sultation with all parties concerned. 


65. However, it is not considered necessary to 
await a comprehensive solution of complicated 
administrative and constitutional problems, and 
the ‘final conclusion of delicate and important 
negotiations, before making a practical beginning 
in the establishment of the National Health Ser- 
vice. The urgency of the needs in many of the 
areas visited brooks no delay. In these areas health 
services are so poorly developed, that the immediate 
establishment of Health Centres could not possibly 
prejudice final decisions on major national issues. 
Accordingly, the Commission, while engaged in 
drafting its report, made representations to the 
Government that provision:should be made on the 


‘1944-45 Estimates for the early establishment of 


Health Centres in the neediest areas. The Govern- 
ment acceded to this proposal, and a sum of 
£50,000 was placed on the Estimates with a view 
to its implementation. 


. For the purpose of organizing the Health 
re Scheme, and in order to prepare the way 
the complete National Health Service 
osed in the report, the Commission recom- 
1s that there be created immediately the report 
mes available, a TRANSITION COMMIT- 
| Details of its composition and functions are 
set out in Chapter 35. 


_ Annexure F sets out a plan spread over a 
Wd during which the present health services 
be taken over, re-organized, expanded and co- 
rated so as to bring into being services that 
ensure ‘‘ adequate medical, dental, nursing 
hospital facilities for all sections of the people 
he Union of South Africa.’’ 


_ The complete scheme could not be established 
out considerable new ‘legislation. A National 
th Act superseding the present Public Health 


‘an amendment of the Public Service Act - 


iding for the creation of a separate National 
lth Service Personnel Commission and for the 
ial method of its appointment, an Act enabling 
Union Government to take over from the 
ances the control of public general hospitals, 
a Health Taxation Act are some of the legisla- 
Measures which must be introduced. 


) The cost of the National Health Service 
ld at first not be very much greater than the 
unt now being spent on ill health. The amount 
e spent will be determined by the personnel 


lable; and it would take several years before . 


plans for increased production -of personnel 
ld become fully effective. Nevertheless, the 
ar distribution of personnel, and the complete 
malisation of services, by placing them under 
ied control, would result in much greater 
iency for little extra expenditure. The Com- 
ion’s estimate of+present expenditure for the 
1941-42 is a shade over £14,000,000. It is 
nated that the probable expenditure of the 
onal Health Service for the first year or two 


be about £14,500,000. 


). There would, however, be a radical change 
he manner in which this cost would be met. 
present the central Government contributes 
)00,000 a year towards personal health services, 
the Provinces and local authorities between 
n contribute another £2,000,000. A little less 
1 £1,000,000 is met by employers in respect of 
r.statutory obligations under the Workmen’s 


pensation Act and the Native Labour Regula- . 


Act. The balance is met by the general public, 
uding voluntary contributions by employers 
ards their employees’ benefit societies. It is 
posed in the report that the Provinces and local 


horities should be relieved of their responsibi- . 


for personal health services, that they. should — 


on that account forfeit any revenue to the 
tral Government, but should henceforth apply 
o the development of non-personal health ser- 
*s. Thus, for the future, the whole cost of 
1 health services would fall to be met from 
lonal revenue. It is assumed that statutory con- 
utions in respect of workmen’s compensation 
, ing the Native Labour Regulation Act would 
inue. Bala ee 


1. We propose that there should be a Health 
< levied upon all income groups. All will be 
ected to make a contribution, no matter how 
ull, even if only a token, so that the people will 
| that it is their health service. In drawing up 
ro forma budget for the year 1946-47 calculated 
the basis of the proposals of the Social and 
momic Planning Council in its second report, 
anticipate the following :— 


Vational Health Service Contribu- 
tions (Proceeds of the Health 
Tax) cae oss £10,283,000 
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Contributions — under Workmen’s 
Compensation and Native Labour 








Regulation. A ctaus on. .f let. 900,000 
Contribution from General Revenue 3,317,000 
£14,500,000 

Thus the Government would have to find 


£1,317,000 over and above its present expenditure 
on personal health services. 


72. By 1955 the National Health Service will be 
in full operation, that is, owing to increased avail- 
ability of personnel and plant it will be supplying 
all the services required, and the annual cost will 
have risen to £20,540,000. Assuming an increase 
of money incomes at the rate of 2 per cent. per 
annum during the period 1938-55, with consequent 
increase of the yield from the Health Tax, the 
following pro forma budget is presented : — 


National Health Service Contxibu- 
Ca TS Ay: ech eh A) ot ek Ga Deva 41 149502000 
Contributions under Workmen’s 


Compensation and Native Labour 





PLGOULAETON AGA CUB 0) vx Lacuna 1,100,000 
Contribution from General Revenue 4,490,000 
£20,540,000 








73. We have had evidence up and down the land 
that the. people are thoroughly dissatisfied with 
the inadequacy -and incoérdination of health and 
medical services, and that they want—nay, demand 
—a fully-planned National Health Service: their 
need is desperate; and in order to satisfy it. they 
will be prepared to meet additional taxation, and, 
if necessary, to support: far-reaching administra- 
tive changes. 


74. This will call for yision in planning and 
decision in action. Neither resolution nor ability 
18 lacking in this country.. There is ample evidence 
of both in its social legislation and administration. 
It has often been in advance of other countries 
in these fields. As examples may be quoted, the 


’ Public Health Act itself at the time when it was 


passed, ‘the Union’s veterinary services, which 
came into being as the result of the bold planning 
and action of its great founder Sir Arnold Theiler, 
the country’s advanced and comprehensive mining 
legislation dealing with Phthisis and with native 
labourers; the creation in 1937 of our Social Wel- 
fare Department; and most recently the Work- 
men’s Compensation Act of 1941. 

75. It might be said that our proposals are bold 
and far-reaching. They may perhaps be described 
as revolutionary by those who look to tradition and 
precedent as their guide. Even’so, we are in good 
company. ‘‘A_ revolutionary moment in the 
world’s history ’’, says the Beveridge Report of | 
1942, ‘‘is a time for revolutions; not for patch- 
ing’’. There has been far too much patchwork in 
the past development of health and medical ser- 
vices in the Union. We have been instructed to 
plan nationally for a service in conformity with 
the modern conception of health. Fully conscious 
of the implications of our proposals, and of th» 


many difficulties which stand in the way, we never- 


theless present with confidence our plan for a. 
national health service. 


Note.—The statements expressed in this chapter 
regarding the ‘‘ Provincial issue ’’ are not shared 
by Senator C. L. Henderson and Mrs. R. Lugten- 
burg, whose views are set forth in the Addendum 
to this report. ; 
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PART II. 


A SURVEY 


(The Commission’s inquiry into and report upon 
the existing Health Services.) 





CHAPTER Vi 





THE LEGISLATIVE AND ADMINISTRATIVE 
BACKGROUND. 








1. Prior to the passing of the South Africa Act, 
1909, legislation governing colonial and local 
health ‘services was the concern of the respective 
Parliaments of: 

(a) The Colony of the Cape of Good Hope; 
(b) The Colony of Natal; 

(c) The Transvaal Colony ; and 

(d) The Orange River Colony. 


2. With the passing of the South Africa Act, 
1909, the four Colonies became the Provinces of 
of the Union of South Africa. No alterations were 
made in the boundaries of any of the Provinces, 
although during the proceedings of the National 
Convention w hich laid the foundations of Union, 
it was proposed that the Cape be divided into three 
Provinces, and the Transvaal into two. The 

Statutes of the old Colonies - (unless inconsistent 
‘ with the provisions of the South Africa Act) 
became the Statutes of the respective Provinces. 
Therefore, all four Provincial Councils came into 
being endowed* with certain health and_ local 
government laws inherited from the uniting 
Colonies. No good purpose would be served by 
placing on record a list of these measures. The 
main provisions of some of them were amended or 
re-enacted in various ordinances passed between 
the years 1910 and 1919. Some of the laws are in 
force to-day. Others were’ repealed under the 
Union Public Health Act (No. 36) of 1919. (A 
schedule of Statutes now in force to which the 
Commission has had occasion to refer as bearing 
directly or indirectly on health questions will be 
found: in Annexure D.) 


3. Subject to the provisions of the South Africa 
Act. 1909, all powers, authorities and functions in 
respect of which Provincial Councils are competent 
to make ordinances which hitherto had been vested 
in the governments of the Colonies, were trans- 
ferred to provincial executive committees under 
Section 81 of the Act. Section 85 of the Act, as 
amended by the Local Government (Provincial 
Powers) Act (No. 1), 
Councils the right to— 

ne . make ordinances in relation to .. . 
the establishment, maintenance and management 
of hospitals and charitable institutions (and) 

Municipal institutions, divisional councils, and 

other local institutions having 

functions in any area in respect of the local 
government of, or the preservation of public 
health in that area; including any such body as 

‘is referfed to in Section seven of the Public 


Health Act (No. 86), 1919.’’ 


4. Public health—as distinguished from hos- 
pitals: and charitable institutions—is not directly 
mentioned; and the framers of the Constitution 
have sometimes been mildly derided on that 
account. It should be borne in mind, however, 
that many primary functions of local eovernment 
are inev ‘itably concerned with public health. More- 
over, as evidence that the matter did not wholly 
escape attention, the following extract from the 


‘** Proceedings of the National Convention ’’ is 
given :— 
ce 





. The remaining resolutions now agreed 
to are as follows: 14. Subject to the provision of 
this Act, the Provincial Councils shall, through 


a 


1926, assigns to Provincial . 


authority and - 


9 AL 


- 
‘ 


the Kxecutive Committees, have powers of 
administration in relation. to the matters in 


respect of which legislative powers are delegated 
to them, and also such powers of administration 
as shall be entrusted to them by Parliament; and 
unless and until Parliament otherwise provides, 
powers of administration shaill be entrusted te 
them in relation to the following matters :— 
Acts relating to public health, animal diseases, 
and weights and measures . . .”’ (vide page 102 of 
the minutes of proceedings of the South African 
National Convention, 1908-1909). 


5. In practice, health functions were distributed 
between local authorities, Provincial Councils and 
the Union Government roughly as follows :— 


6. Local Authorities, acting under general 
enabling laws, under their own special Statutes, o1 
under locall by-laws, were responsible for—. 


(a) environmental hygiene, that is, suck 
amenities as light, water, ventilation, sanitation. 
the provision “of sound, wholesome and uncon: 
taminated food supplies, town, improvements, the 
abatement of nuisances, and the condemnation oi 

. dwellings likely to be injurious or dangerous t 
health, “ete. : : 


(b) measures to deal with outbreaks  o: 
infectious diseases within their own borders. The 
isolation and treatment of cases of formidabl 
infectious or contagious diseases mostly devolvec 
upon the Union Government; but major loca. 
authorities were encouraged by liberal subsidies 
to establish and maintain isolation hospitals. 

7. Provincial Authorities, acting under Sectior 
85 of the South Africa Act, 1909, and thels owl 
‘pre-Union legislation, dealt with— 

(a) the establielaem maintenance 
management of general hospitals; and 

(b) the general control of iocal authorities 


that is, they were in effect “Ministries of loca 
gov ernment. 


|! 


“anc 


8. The Union Government was seashore 
- invested with all functions not specially delegatec 
to the Provinces; and through the Department o 
the Interior, controlled :— 
(a) Leprosy institutions. 
(6) Mental hospitals. 
(c) The district surgeoncy system. 

District surgeons were intended prim 
arily for medico- legal work and attendance 
upon certain government employees. The: 
were part-time servants, and were pai 
a retaining fee with additional fees fo: 
services rendered to paupers and others. 

(d) Prevention of entrance of infectiou 
diseases into the Union from without. This wa 
done in virtue of its residual. powers as indi 
cated above, and also under specific powers 0 
control over immigrants into the Union. 


| 9. It is important to notice how, from the ver 

| outset, there was overlapping and confusion o 
| functions; each layer of public authority had som 

responsibility for public health. for hospitals, ane 
other health matters. 


10. Problems of insanitation associated with th 
crowding together of large numbers of poorly-pai 
persons with low standards of personal an 
domestic hygiene arose first of all in connectio: 
with Native mine labourers at Kimberley. The; 
were dealt with in 1872 and 1874 by local. laws o 
Griqualand West, which introduced a registration 
system, Native hospitals, and an attempt at sani 
tation. Another innovation known as the ‘‘ close 
compound system ’’ was developed, under whicl 
the employer provided: comparatively hygieni 
accommodation in closed barrack squares (com 
pounds), where the mine labourer was required t 
live for the whole period of his contract. In it 
original form, this expedient was concerned a 
much with prev enting illicit traffic in diamonds a 


vith the health of the labourer; but it necessitated 
he keeping of accurate records, the maintenance 
yf hospitals, and the provision of food and clothing 
it moderate cost. ' 


11. When gold was discovered in the Transvaal 
here was a migration of capital and mining per- 
onnel from Kimberley; and practices established 
m the diamond fields influenced the treatment of 
orresponding problems on the Witwatersrand. 


12. An elaborate registration system, hygienic 
jousing in compounds—now open instead of 
losed, a balanced scale af rations—now issued as 
art of. the terms of contract, and free hospitals 
re prominent features in the treatment of Native 
abour on gold, coal and other mines to-day. 


13. Regulated compensation for miners’ phthisis 
nd accidents, and measures for the early detection 
f the former, are improvements of more recent 
rowth., * 

14. Taken together, and viewed from the health 
ngle, Union legislation on these subjects, enacted 
rincipally in 1911 and 1916, bears comparison with 
he most recent laws of highly-civilised countries 
n other parts of the world. Moreover, the practice 
f the gold mines is frequently in advance of 
tatutory requirements. 


15. In this way, so far as mining labour was 
oncerned, flabour authorities were spared the 
roblem with which municipal authorities were 
onfronted in Britain, for example, during the 
arly development of the industrial system. Later, 
rhen other industries developed in the Union and 
ttracted Huropeans as well as Natives from the 
ural areas, there was no llegal compulsion upon 
mployers to make provision similar to that made 
y the mine-owners for their employees. Some did 
» voluntarily: thus the Railway Department, 
nrough its Huropean housing and welfare policy 
its record in Native housing is not equally good), 
nd, more recently; ISCOR, have made significant 
ontributions. Nevertheless, it is from this stage 
hat urban local authorities have been faced with 
ver-growing problems of housing and _ public 
ealth in their areas. 

16. In the course of the Commission’s tour of the 
ountry, it was evident that, to a very great extent, 
hese problems still await solution. 

17. We thus find that in 1910 Europeans living 
n the towns were, on the whole, sufficiently well 
fi to maintain reasonable standards of living and 
f hygiene, and, as we have seen, the migratory 
(atives employed in mining, then the only industry 
f any magnitude, were in the main cared for by 
heir employers, so that in urban areas public 
ealth problems were not sufficiently acute to 
mpinge upon the consciousness of the Town and 
Tillage Councils, still less of the general public. 
‘he permanently-urbanised Native communities 
ad not yet attained their subsequent size and 
ublic health significance. 


18. Within one year of the establishment of | 


Jnion, plague broke out in Natal. It was quickly 
ealised that the health of one Province could not 
e separated by artificial barriers from that of 
nother, and during the 1910-11 Session, an impor- 
ant debate on the complications created by the 
ealth ‘provisions of the South -Africa Act took 
lace in the Union Parliament. The present 
rime Minister, Field-Marshal the Right Honour- 
ble J. C. Smuts, and Dr. (later Sir) Thomas 
martt,; both of whom had been members of the 
Vational Convention, were prominently identified 
vith the discussion. Provincial and local authori- 
ies, however, were jealous of their powers; and it 
vas not until another violent epidemic had visited 
he country that the stage of remedial legislation 
ould be reached., Such was the actual experience 
f the great influenza epidemic in 1918, when, 
ccording to competent estimates, about 142,000 
eople lost their lives. 
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19. In 1918, the Union Government invited the 
four Provincial Administrations; the Municipal 
Associations of the Cape, Natal, Transvaal and the 
Orange Free State, respectively; the Cape Divi- 
sional Councils Association; the Chamber of Mines 
and Native Labour Recruiting Organizations; and 
a large number of medical and social organizations, 
to send delegates to a Public Health Conference 
to be held at Bloemfontein on the 16th, 17th and 
18th September. All bodies responded to the’ 
invitation. The Union Government was repre- 
sented by the Minister of the Interior (the Hon. 
Sir Thomas Watt, K.C.M.G.), who was Chairman 
of the Conference. He was accompanied by Dr. 
J. Alexander Mitchell, then acting Medical Officer 
of Health for the Union, and four other technical 
advisers. Hach of the Provincial Councils was 
represented by its Administrator, his technical 
advisers, and members of his Executive Com- 
mittee. : 


’ 20. Sir Thomas Watt was the only person present 
who had been a member of the National Conven- 
tion which had brought about the Act of Union 
(South Africa Act, 1909) ten years previously. In 
his opening address, Sir Thomas said inter alia: 


ee 


. . . the position is made more difficult still 
by the provisions of the Act ot Union; ‘it pro- 
vides that Provincial Councils may* make ordi- 
nances relating to the establishment, main- 
tenance and management of hospitals and 
charitable institutions and also municipal insti- 
tutions, divisional councils and other local 
Institutions of a similar nature, and the Act 
further provides that the Executive Committee 
of a Province shall exercise the powers, authori- 
ties and functions that relate to these matters. 
The Provincial Councils have passed ordinances 
dealing with these matters, and the tendency 
has gradually been to extend the operation of 
Provincial ordinances to include matters such as 
town planning, housing, sanitation, water sup- 
plies, milk supplies, school medical inspections 
and other public health matters. Public health 
is not specifically assigned to the Provinces by’ 
the Act of Union and power with regard to it 
therefore remains with the Government. The 
result is that, since Union, Provincial Councils 
have legislated with regard to the chief causes of 
preventable diseases, leaving to the Government ~ 
the more spectacular but less important duty of 
dealing with actual outbreaks. It is difficult to 
see how, in view of the provision of the Act, 
anything else could have been the result, because 
it 1s difficult, if not impossible, to draw a definite 
line between the functions of a municipality 
with regard to public health and its other 
administrative powers, and any legislation: 
affecting hospitals is bound to have a very inti- 
mate bearing on public health .. . he was afraid 
that special attention had not been given to the 
question of public health when the clauses deal- 
ing with the functions of the Provincial Councils 
were considered by the National Convention. 
Provincial Councils had undoubtedly done good 
work in the limited sphere allotted to them as 
far as it affected public health, and would natu- 
rally be jealous of any curtailment of their 
powers; it was not his intention to suggest that 
these should be seriously curtailed, but he wished 
to try whether it would be possible to coérdinate 
these with greater powers and responsibilities 
that were left by the Act of Union in the hands 
of the Government. . x 


21, At a later stage, the Chairman stated: 


“ We are agreed that the Government must be 
the supreme authority on public health; that it 
must be the sole authority with regard to the 
rural areas which are not under the jurisdiction 
of any local authority. I think that the local 
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authorities ought certainly to maintain the con- 
trol that they have under the various laws which 
apply to them; the municipalities, village man- 
agement boards or local boards should continue 
to administer the laws relating to public health 
within their jurisdictions, but a power of inspec- 
tion and control and power of interposition or 
interference where necessary, -must rest in the 
hands of some authority. I think that if the 
Provincial Council is to continue to legislate 
with regard to municipal institutions—and I do 
not propose that that should be taken from them 
—the power of control should be left to pro- 
vincial authorities; but I do not think they 
ought to set up a separate Department of Public 
Health. ... We are desirous of avoiding over- 
lapping and duplicate staffs. The Union 
Government ought only to interpose where there 
is really a grave menace to public health and 
where a clear case has been made out for inter- 
ference. . There is very little prospect of my 
agreeing or of the Government agreeing, or of 
Parliament agreeing, to vote money and hand it 
over without any authority or control on tlie 
part of the Union Government. . I am free 
to admit that if we had to start de novo, we 
ought to cut out the Provincial Councils in 
regard to public health matters, but as these 
powers have -been assigned to them, we should, 
therefore, find a way by which we can utilise 
their services and at the same time vest in the 
Government—who are responsible to the tax- 
payer—the ‘ last word ’ Mr. Nicolson (of 
Durban) has explained his-views on \the matter 


quite fully; he thinks he will gradually get _ 


efficiency and uniformity by the aid of the advice 
given. J am sorry I cannot agree. Where there 
are four legislative bodies you are not likely to 
get uniformity. ... The censorship of bioscope 
films was assigned to the Provinces and at the 
present time we have conflicting sets of laws; I 
quite see that the same thing might occur in 
regard to public health .. . you have the danger 
of defective legislation or total neglect of some 
matters in a particular Province, and therefore 
I think the Conference would be well advised to 
consider whether it should not recommend that 
in that case Government should, after enquiry, 
apply to the Province concerned the provision of 
the Public Health Act which we hope to see 
passed, and which will arm the Government with 
powers to step in and do the work. . . .”’ 

22. Lt. was ‘‘ that the 


unanimously resolved 


Conference, having heard the Minister’s statement: 
as recorded in the proceedings agrees to same, and 


considers Item (1) of the Agenda closed ’’. 


23. This Conference led directly to the passage 
of the Public Health Act, 1919, an outstanding 
-piece of legislation which, with various amend- 
ments, still governs the greater part of public 
health machinery in the Union. Among other 
results, 1t achieved the following: 
new Ministry of Public Health and the Council of 
Public Health, coérdinated the public 
legislation of the four Provinces, and repealed 
previous public health legislation, some of which 
was out of date, substituting for it an excellent 
levislative code for the control of infectious diseases 
and environmental sanitation. It placed specific 
primary responsibility for the public health of any 
area upon the local authority of that area, and 
constituted. the Magistrate ex officio as local 
authority where there was none other. 


f 


24. It also contained provisions highly important 


as an affirmation of principle, but not very effec-’ 


tive in actual application, for bringing pressure’ 
to bear upon provincial and local authorities when 
necessary in the interest of public health. These 


provisions hear so directly upon the task of the 


it created the - 
health - 


‘ 


Commission that they are here summarised, the 
aim being clarity rather than legal complete- 
ness :— 


Section 6 empowers the Minister to require a 
local authority to keep him informed regarding 
public health and sanitary conditions, especially 
if likely to affect the Province or the Union as 
a whole. 


Section 10 imposes on every local authority 
the duty of taking in its own area all lawful, 
necessary and, under its special circumstances, 
reasonably practicable measures, to safeguard 
and promote the public health. It also enables 
a financially-weak local authority to be relieved 
by the Minister, after consultation with the 
Administrator, of part of its duties, which ma 
be transferred to a Magistrate or Divisiona 
Council, subject (if thought equitable) to 
recovery of part of the cost. - 


Sections 12, 14 and 15 empower the Minister 


to require a local authority (or group of local 
authorities) to appoint a Medical Officer of 
Health, and Sanitary (Health) Inspectors, and, 
in the event of default, the Minister may 
appoint such officers at the expense of the local 
authority. Officers appointed under these sec- 
tions—whose zeal may bring them into conflict 
with vested interests—are safeguarded by right 
of appeal to the Minister. 


Under Section 24, the Minister after enquiry 
may call upon a local authority, either alone or 
jointly with another local authority, or a hos- 


pital authority, to provide and maintain isola- 
cleansing stations, 


tion hospitals, mortuaries, 
vehicles and equipment to, deal with infectious 
disease. 


Sections 41 and 42 empower the Minister in - 


case of neglect or ineffectiveness, to dictate the 
steps proper to deal with an outbreak or threat- 
ened outbreak of formidable epidemic disease, 
and if the local authority does not forthwith 
comply, to « 
mentally or through another local authority. 
The cost, beyond what would have been claim- 
able from the Union Government by way of 
refund, is recoverable from the defaulting local 
authority. con ; 


Section 11 1s a monument of circumspection 


under conditions that cry aloud for promptitude. 


and action. It is the only legal machinery to 
correct imefficlency or inaction on the part of 
provincial and local authorities im face of a 
serious threat to the public health short of 
formidable epidemic disease. In such a situa- 


tion, before the Department of Public Health. 


can take overriding action, the following condi- 
tions must be fulfiled:— — Bays 


(i) There must exist a situation which, 
failing appropriate action, will seriously en- 
danger the public health. . 


(ii) The local authority concerned must be 
under a duty (as imposed and circumscribed by 
Section 10) to take the requisite measures. 


(iii) The local authority must fail or refuse 
to exercise its powers or perform its duties in 
the matter. © 


(iv) The Chief Health Officer must make a 
report to the Administrator. , . 


(v) Upon that report it must appear to the 
Administrator that the public health is 
seriously endangered by the default of the 
local authority ‘‘ having regard to its special 
circumstances and resources ”’. | 

(vi) The Administrator must cause an 
enquiry to be held, at which the local authority 
shall have an opportunity of being heard. 


el 
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/ 


deal with the outbreak depart- 


~ 


(vii) Thereafter he may (or may not) call 

upon the local authority by written notice 

forthwith to take the necessary action. This 

| may include taking “‘ all lawful and necessary 

steps to obtain powers to deal by by-law or 
regulation with the danger ’’. 


(vil) If the local authority fails to comply, 
the Administrator may (or may not) take the 
required steps himself, or authorise someone 
else to take them, at the cost of the defaulting 
local authority, for which purpose he is in- 
‘vested with the rights and powers of the local 


authority ““ subject to the obligations attach-— 


ing to the exercise thereof ’’. 


(ax) Lf the Administrator does not take such 
action ‘‘ as the Minister may under the circum-' 
stances consider adequate and necessary ’’, the 
Minister may clothe himself with all the 
‘powers and functions of the Administrator 
under the section, which might mean that he 
must address himself anew to all the protesses 
required of the Administrator, before reaching 
a final conclusion and taking the requisite 
steps. 


It is not surprising to find that this cumbersome 
procedure has rarely been invoked. 


rai 
5. us, time has thrown into relief funda- 
20. Thus, -t has thrown into relief fund 

mental weaknesses of the Act, which were realised 

by the very man who took a leading part in framing 


it—the late Dr. J. Alexander Mitchell, who 
became the first Secretary for Public Health. He 


said in evidence before the Select Committee on 
the Public Health Bill: ‘‘ It would have been 
easier to organize an efficient public health organi- 
zation, had the Provincial Councils. not existed ’’. 
The course actually adopted was a compromise 
between leaving the powers of the Provinces and 
local authorities intact, and the radical solution 
of investing the new Ministry—as in Great Britain 


_to-day—with two-fold responsibility for health and 


, 


local government. It meant that, in order to pre- 
serve. the functions of the Provincial Administra- 
tions within the framework of the public health 
organization (in the language of Sir Thomas Watt 
—‘‘ to find a way by which we can utilise their 
services ”), the administrative control of local 


authorities including most of their environmental - 


and preventive health activities, was left in Pro- 
vincial hands; while financial control was shared 


‘between the Union and Provincial authorities; the 


in that behalf) and the District Surgeon. 


Union took what was regarded as public health 
proper, while the Provinces retained general hos- 
pitals and charitable institutions, such as chronic 
sick homes. 


26. One of the curious anomalies arising from 
this compromise was the case of rural areas which 
had no localauthority.. In these areas the Minister 
might act on oceasion executively through the 
Magistrate (who was clothed with dormant powers 
Both 
these officials were servants of the Union Govern- 
ment; yet when the Minister acted through them 
in health matters, it was at the cost of the Pro- 
vincial authority. This power was, however, both 
legally and practically limited to dealing with 
outbreaks of infectious disease, and did not per- 
mit \of the establishment of long-term and far- 
reaching schemes, such as the establishment of a 
pure water supply, for preventing such outbreaks. 
By such complexities as these, the new central 
Department of Public Health was handicapped 
from the very start. 


27. Although the newly-created Department 
limited itself to advice and persuasion, avoiding 
the use of coercion, its regular system of inspection 
and report upon health and sanitary conditions in 


the areas of local authorities led to considerable ° 


improvements in: many of them. Where improve- 
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ments have not been made, this has been due, 
usually, to the financial weakness of the local 
authority concerned. The uselessness of coercion, 
under such circumstances, may account for the 
failure to put into operation the provisions of 
Section 11 of the Act. Indeed, a defect of the 
Public Health Act, more clearly seen to-day than 
it could, have been in 1919, is that it places all 
local authorities on an equal footing in regard to 
their local health responsibilities—from Johannes- 
burg with a municipal budget of millions a year, 
down to the smallest local authority with an 
income of only three figures. 


28. Throughout the Act a clear distinction was 
drawn between communicable and non-communic- 
able diseases, and even, as in the case of tuber- 
culosis, between communicable and non-communic- 
able forms of the same disease. The treatment 
of non-communicable disease was a responsibility 
either of the individual sufferer or, if he were too 
poor, of the authorities responsible for pauper 
relief, namely the Provinces and voluntary 
agencies, with a _ little assistance from local 
authorities. Thus it was that general hospitals— 
where non-infectious cases were treated—remained 
in the hands of the Provinces, whereas, soon, infec- 
tious diseases hospitals were established by local 
authorities in collaboration with the new Depart- 
ment. The Department itself built tuberculosis, 
venereal disease. and ‘‘ formidable epidemic dis- 
ease ’’ hospitals, but local authorities 
patients to them were. called upon to pay their 
statutory contribution in respect of maintenance. 
Even with regard to persons suffering from com- 
municable disease, their treatment was undertaken 
at public expense, not.so much for the sake of the 
sufferer as to prevent the spread of the disease. 


29. It. is very important to appreciate this 


sending ~ 


ae 


attempt of the Public Health Act to draw a sharp | 
line between communicable and non-communicable | 
disease and to make an equally sharp division of | 


financial responsibility for personal health ser- 
vices on that basis; because from that day to this 
the Department of Public Health has been com- 
pelled to maintain such a distinction. The general 
public, and even many officers in other Depart- 
ments, have rarely understood this distinction; and 
in consequence are often bafiled and irritated by 
the refusal of the Department to give assistance 
to schemes which, from the viewpoint of the Public 


Health Act, are on the wrong side of the line. 


30. In fairness to the legislators of 1919 it should 
be remembered that nowhere in 1919 was there 
the broad or ‘‘ modern ’’ conception of health 
which is almost commonplace to-day. The function 
of the public health services, as then conceived, 
was simply’to maintain a hygienic environment— 
to abolish or suppress nuisances, to prevent them 
if possible, to build houses and. establish water 
supplies and sewerage (the latter services to be paid 
for from rates or special fees), to remove infectious 


persons, not because they needed treatment, but: 
-because if left at large they made the environment 


unhygienic—BUT IT WAS NOT TO PROVIDE 
PERSONAL HEALTH SERVICES FOR ALL 
WHO NEEDED THEM. The provision of 
personal health services was the responsibility of 
the individual citizen, for himself and his depen- 
dents; if -he could not discharge that responsi- 
bility, the State or a voluntary agency might dis- 
charge it for him AS A CHARITABLE ACT, but 
socially he was stigmatised as a pauper—a man who 
had failed to fulfil one of the normal duties of a 
citizen. No stigma was associated with the sending 
of his children to a school maintained at. public 
expense, but if he could not afford medical attention 
for them when they were sick, then he had failed, 
according to the standards of the time. 
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31. With regard to non-personal health services, 
the only financial assistance afforded to the local 
authorities to enable them to carry out the im- 
provements suggested to them, was that provided 
for in the Housing Act of 1920. The assistance 
was not very great. It merely enabled the local 
authorities to borrow, from the central Government, 
money at lower rates than they could have done 


on the open market. Not until 1934 did-the 
Government make available money for sub- 
economic housing. 4 


32. Whatever progress was made in the sphere 
of personal health services was chiefly due to the 
reason that the central Department had in its 
hands the useful weapon provided by the part- 
refund system in relation to schemes for the 
isolation and treatment of persons suffering from 
infectious diseases. Making use of this weapon, 
the Department secured the establishment by many 
local authorities of improved isolation accommoda- 
tion, and of venereal disease outpatient clinics. 
And, although in this case there was no refund, 
except on the salaries of health visitors, many local 
authorities were persuaded to establish maternity 
and child welfare clinics. 


33. The Public Health Act also authorised part- 
refunds in respect of whole-time health personnel 
—health inspectors, health visitors and medical 
officers of health. This weapon too was used by 


‘the Department to secure many new appointments. 
The great surge forward in health services, both 
'personal and non-personal, along the Reef owes 
much to the 
‘onwards, of whole-time Medical Officers in all the 


appointment, from about 1935 
secondary Reef towns. In some cases the Depart- 
ment exploited another of the provisions of the 
Act—by codperating with local authorities in the 
making of joint full-time appointments of district 
surgeon and medical officer of health for the urban 


focus of the district. 


Poor Relief. 
34. The administrative and legislative back- 
ground in connection with this subject is dealt 


with in the following statement, for which we are 
indebted to the Department of Social Welfare :— 


“‘ At the time of Union, responsibility for the’ 


Administration of poor relief and charitable 
institutions was allocated to the Provincial 
Administrations of the four Provinces. In the 
Cape, Ordinance No. 4 of 1919 subsequently 
placed part of the financial burden for these 
services on local authorities. In the other 
Provinces, local authorities made, as they still 
do, non-statutory grants to charitable institu- 
tions, though under no legal obligation to con- 
tribute. 


This allocation of responsibilities remained 
undisturbed by the passing of the Public Health 
Act in 1919. 


_ An Inter-departmental Committee on Poor 
Relief and Charitable Institutions was ap- 


pointed by the Government in 1937 to enquire 
into the question of the transfer of poor relief 
functions from the Provinces to the Union 
Government. In its report this Committee drew 


attention to the increasing degree to which the 


Union Government had assumed responsibility 
for the maintenance of aged and_ physically 
unfit destitute persons as well as of destitute 
children in the community and in institutions. 
It was evident to the Committee that the Union 
Government had already assumed the major 
burden of poor relief. To fattain full co- 
érdination of the services being rendered by the 


Union Government, the Provincial Administra- - 


tions and local authorities, the Committee recom- 
mended the transfer of those responsibilities 
which were still being borne by the Provincial 
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Administrations to the Union Government. This 
transfer, however, was not intended to absolve 
the local authorities from their share of the 
work. 


Later in the same year the Department of 
Social Welfare was established, and negotiations 
for the transfer proposed by the Inter-depart- 
mental Committee were conducted with the four 
Provinces. These negotiations culminated in 
1940 in the transfer of responsibilities to that 
Department in respect of the Provinces of the 
Free State, Cape and Transvaal. In the case of 
Natal the status quo was maintained. iE 


Subsequently poopy relief of a predominantly 
medical or educational nature was transferred 
from the Department of-Social Welfare to the 
Department of Public Health and Union Educa- 
tion respectively. 


In 1941 the Department of Social Welfare 
laid down standardized procedures including a 
basis of eligibility for outdoor poor relief, and 
ration scales which had been drawn up in con- 
sultation with the Department of Public Health. 


Ordinance No. 4 of 1919 continued to operate 
in the Cape Province and it was, therefore, not 
possible for the Department to implement its 
policy fully in that Province. 


Feeding Schemes. * 2 


In 1935 the Union Government set aside the 
sum of £37,000 for the purpose of subsidising the 
consumption of dairy produce within the Union 
under what subsequently came to be known as. 
the State-Aided Milk and Butter Scheme. These 
funds were provided on the vote of the Depart- 
ment of Agriculture and, Forestry, whilst the 
Dairy Industry Control Board was entrusted with 
its administration. 


The original objects of the scheme were to 
divert— . 


(a) as much as possible of the milk ordinarily 
intended for the production of butter and 
_ cheese, to school children ; 


(b) portion of the surplus and. exportable 
cheese productions to school children;, 


(c) portion of the surplus butter production to 
necessitous families and charitable insti- 
tutions. vi 


The administration of this scheme was the 
subject of enquiry by an Inter-departmental 
Committee in 1940. The main conclusion of this 
Committee was that ‘ although the original inten- 
tion uhderlying the State-Aided Milk and Butter 
Scheme has been the reduction of the quantity 
of butter and cheese exported and was, there- 
fore, an economic expedient, the scheme has 
largely of its own accord developed into a nutri- 
tion measure. The Department of Social Wel- 
fare being the best equipped to undertake the 
functions connected with the State-Aided Milk 
and Butter Scheme, is the obvious Department 
to be entrusted with the administration thereof ’. 


Tn accordance with these recommendations the 
Department of Social Welfare undertook finan- 
cial responsibility for this scheme but its adminis- 
tration remained in the hands of the Dairy 
Control Board. Steps are now (1944) being taken 
for its complete transfer and codrdination with 
other feeding schemes administered hy the 
Department. . : 


Asa result of the war and of shipping shortage, 
surpluses of citrus and: deciduous fruits which 
would normally have been exported became 
available for distribution in the Union. The 
Department of Social Welfare undertook the 
distribution of these surpluses under controlled 


conditions amongst school children, poor families 
and charitable institutions, free and at sub- 
economic rates. 


In 1943 the Government announced its inten- 
tion to subsidise supplementary school meals in 
all primary schools in the Union, in collabore- 
tion with the Provincial Administrations. Under 
this scheme, which is coming into operation 
amongst all races of school-going children 
‘throughout the Union, the Department of Social 
Welfare contributes 2d. per child-meal in addi- 
tion to which assistance is rendered in respect of 
capital costs. Advice in regard to nutritional 
content of the meals is provided in collaboration 
with the Nutrition Council. 


‘National feeding is the joint responsibility of 
the Departments of Agriculture, Public Health 
and Social Welfare, their respective functions 
being— . , 

(a) guidance in respect of nutritional require- 
- ments of the nation—by the Department 


of Public Health; 
(b) control of production and price control of 
agricultural commodities—by the Depart- 
' ' ment of Agriculture and Forestry ; 

(c) distribution, free and at sub-economic 
rates, of food commodities to the less 
privileged groups of the community—by 
the Department of Social Welfare. 


The rapid expansion of the national feeding 
schemes administered by the’ Department of 
Social Welfare has necessitated their codrdina- 
tion under a competent official who gives full 
time to this work. 


A start has been made with the establishment 
of a Food Depot in Salt River, in collaboration 
with the local authority. This experiment has 
proved successful and it is the Department’s 
intention to introduce a system of such Food 
Depots at suitable centres throughout the Union. 
These depots will be responsible for the distribu- 
tion on a sub-economic basis of various food 
items, including vegetables, to registered bene- 
ficiaries on a uniform basis. : 


Combined Social and Health Centres. 


In 1934 an Inter-departmental Committee was 
appointed to investigate social malconditions in 
the George-Knysna forest area. This Committee 
revealed the low social and health standards 
amongst woodcutters in that area and recom- 
mended inter alia the establishment of a com- 
bined social and health centre at a_ strategic 
point from which social, medical and nursing 
services could be rendered. 


~The Departments of Social Welfare and Public 
Health agreed to collaborate in providing co- 
srdinated services along the lines proposed by 
the Committee. 
George and Knysna, namely, Karatara, was 
chosen for the purpose. The Department of 
Social Welfare undertook the erection. of the 
entre at the expense of its vote. When the 
sentre comes into operation shortly, the Depart- 
ment of Social Welfare will bear the full cost of 
maintenance, including the provision of welfare 
‘fficers and social workers, while the Department 
of Public Health will be responsible for medical, 
lental and nursing services. It is the intention 
that this centre will concern itself with providing 
the local Eutopean community with preventive 
as well as curative services on a wide basis. 


Since the Inter-departmental Committee ‘ re- 
ferred to above recommended the establishment 
rf such a centre on an experimental basis, the 


wo Departments concerned have gained sufficient: 


‘Xperience of the problems to he dealt with to 


In 1942 a site midway between’ 


23 


CHAPTER V. 


satisfy them that centres of the kind contem- 
plated will meet an urgent need. It has, there- 
fore, been decided to make an early start with 
the establishment of two similar centres to serve 
the Coloured communities in Namaqualand.”’ 


Miscellaneous Administrative and Legislative 
Measures. 


39. In 1924 the control of leper hospitals was 


transferred to the Department of Public Health 
from the Department. of the Interior. 


36. In 1927 an amendment to the Public Health 


Act empowered the Department to provide im- 
proved general medical facilities, largely at public 
expense, in rural areas. 
what are known as 
enable doctors under official aegis to travel at 
public expense to pre-arranged centres, at which 
they may be consulted on payment at urban con- 
sulting-room tariff rates. — 


This is done by means of 
‘** Section Four Tours’ which 


37. In 1928 the Medical, Dental and Pharmacy 


Act repealed the laws formerly operating in the 
four Provinces; established national control over 
medicine, dentistry, pharmacy, nurses, midwives, 
masseurs, and other classes; and assigned to the 
Union Department of Public Health the adminis- 
trative oversight of the representative bodies which 
were then set up. Although established under pre- 
Union legislation, the four original Medical Coun- 
cils had always been controlled by the Union 
Government (Department of Interior, 1910-1919, 
and Department of Public Health, 1919-1928). 
This Act is a successful example of unifying legis- 
lation in regard to health matters which had pre- 
viously been dealt with on a provincial basis. 


38. Malaria Committees—This was a_ special 


development in Natal, arising out of the severe 
malaria epidemic of 1932, and due to stimulus by 
the Department of Public Health. One of its most 
interesting features was the successful use of 
specially trained Native field assistants in pre- 
ventive work. 


39. The 1935 Amendment Act empowered the 


Department to assist financially in the establish- 
ment of district nursing services, and to establish 
its own. 
to make these services not only curative but pre- 
ventive and health educative as well. 


The Department has always endeavoured 


40. Under Act No. 57 of 1985, local authorities 


and charitable institutions were in some instances 
able to secure part-refund of the salaries of nurses 
employed by them. 
to many small local authorities employing Native 
nurses in their locations. 


This was of special assistance 


41. In the same year a Section of Maternity and 


Child Welfare was established within the Depart- 
ment of Public Health. 


42. In 1937 it became evident that there was an 


urgent need of a codrdinated national effort in the 
field of physical education. 
started led to the establishment by the Government 
of the National Advisory Council of Physical 
Education in 1988. An amount of £50,000 is made 
available by the Government annually for physical 
education purposes. 
Council administers £30,000, of which in turn 
£15,000 is divided amongst the five Education 
Departments. 
financed. 
gymnasia, swimming baths, sport fields, apparatus 
and physical instruction classes. 


The negotiations then 


Of this “sum, the Advisory 


From the balance, local schemes are 
Such schemes include facilities for 


43. Of assistance to maternal and child welfare 


services was the promulgation, in 1938, of amendea 
Midwifery Regulations, the enforcement of which 
was assigned to local authorities. 


— 
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44. In 1940 the National Nutrition Council was 
established under the aegis of the Department, and 


this led in due course to the appointment of a 


Nutrition Officer and the establishment of 
Section for Nutrition within the Department. 


45. Also in 1940 the National Committee for 
Health Education of the South African Red Cross 
received official recognition and was entrusted with 
the preparation of material for health propaganda 
and education in the Union. 


46. In 1940, the Department established a 
Native Health Unit at Polela (Natal), which pro- 
vides mainly preventive but also out-patient 
curative services. his was followed by a similar 
unit at Bushbuckridge (Transvaal), and more are 
contemplated. In 1942 it joined with other 


a 


‘Departments in establishing curative-cum-preven- 


tive services at Karatara in the Knysna forest area. 


47. In many areas the Department has estab- 
lished full-time district surgeoncies, primarily in 
order to provide medical services for the poor. 


Inspection of Hospitals by the Department of 
Public Health. 

48, A recommendation by the Vos Committee of 
1925 (Committee of Enquiry into Hospitals and 
Kindred Institutions, U.G. 30—’25) in favour of 
establishing a Central Hospital Advisory Council, 
shared the same fate as other attempts which have 
been made from time to time to bring about 
common alignments of inter-provincial policy, but. 
a recommendation that hospitals established under 
provincial ordinances should be inspected by 
medical officers of the Union Health Department 
met with better success; and except in Natal, which 


, did not accept the proposal, such inspections were 


carried out for many years, reports being rendered 
both to the Provincial Administrations and through 
them to the hospital boards. Unlike the other 
Provinces, which administer hospitals indirectly 


.through the medium of jlocal hospital boards, Natal 
has ‘always maintained the direct management of 
its hospitals. 


Recently, each of the Provinces has 
appointed. its own inspection staff and except by 
special request, inspection by the Union Depart- 
ment of Public Health has ceased. 


49. Curiously, throughout the whole period, the 
supervision of private nursing institutions, includ-- 
ing those mission hospitals which have elected to be 
registered as such, has been carried, out by the 
Department of Public Health, acting under the 
Nursing Home .Regulations published 
Section 133 of the Public Health Act of 1919, as 
amended. In large towns employing’ full-time 
medical officers, the Department delegates its 
powers of inspection to that officer, who reports 
direct to the Department and to the local authority. 
Mine hospitals are inspected not by the Provincial 
Administration, but by an officer of the Department 
of Public Health, in collaboration with the 
Director of Native Labour. Infectious diseases 
hospitals under the control of local authorities, are 
subject to inspection by the Department of Public 
Health. 

Departmental Coérdination. . 
_ 50. The Director of Medical Services (Defence) 
1s In peacetime an officer seconded from the Depart- 
ment of Public Health and can consult that 
Department direct, on: technical questions without 
necessarily going through the head of his own 
Department on every occasion; and thus coérdina- 
tion becomes simplified. The Chief Health Officer 
of the Railway Administration, although appointed 
by the Administration and paid from its funds, 
holds also the title of a Deputy Chief Health 
Officer of the Department of Public Health, so 
that he too can maintain direct contact with the 
Chief Health Officer of the Union. On the other 
hand, the recently-created post of Senior Medical 
Officer within the Department of Labour, which 


under \y 


24 


f 
ccnemeeneired, 


' for various public health services. 


has to do with industrial hygiene and welfare 
well as with workmen’s compensation, is entif 
independent, and thus: lacks a liaison which 
would be desirable to maintain between indus 
and general health services. 4 
Conclusion. 

51. It will have been noted from the forege 
historical account of the legislative and admi 
trative developments in regard to health sery 
in the Union that, despite the initial effort of 
Public Health Act to distinguish between serv 
in respect of infectious diseases*and those in res] 
of non-infectious diseases, there has been 
increasing tendency on the part of the State to ] 
vide all forms of personal health service to tk 
who are in need of them and for a breaking dow1 
the distinction between pauper curative sery 
provided by the Provinces and preventive serv. 
(including the medical care of infectious perso 
provided by the central ‘and local authorit 
Irom the very beginning, the central Governm 
paid the salaries of the district surgeons who 
medtcal aid to certified paupers; and in 
(Section 4 of the Public Health Amendment Ac 
that year) the central authority extended 
system to include persons living in remote ai 
who were not actually paupers. In 1935 came 
Act enabling the central health authority to as 
in the provision of district nursing services—als 
general medical service not confined to infecti 
diseases. Finally, in 1940, came the transfer 
full responsibility for pauper medical relief ff 
three of the. Provinces to the central he; 
authority. Simultaneously came the establishm 
of the first of the Health Units—signifie 
pointers to the future—in which an attempt 
being made to achieve a complete integration 
personal preventive and curative health service 


1 


52. In short, the dividing line drawn in- 
Public Health Act has been done away) with 
administrative developments. Even in the J 
itself, however, these developments are fe 
shadowed and justified in the pregnant phrase * 
promote ,the public health ’’ ‘contaimed in 7 
charter of the Department conferred upon it 
Section 3. i 

53. In the absence of clear-cut legislation, th 
is still doubt and confusion as to the responsibi 


Much legi 


-} tion bearing on health is scattered about in A 


Hl 
j 


; 
} 
: 


Hy 
: 
4 


' Compensation Act, the Factories Act. 


other than the Public Health Act, and is under’ 
administration of Departments other than — 
Department of Public Health—the Min 
Phthisis. Act, the Native Labour Regulation A 
the Natives (Urban Areas) Act, ‘the vo 

e Pu 


Health Act itself divides administrative respol 


| bility and control between “the three layers 


Government. It is high timé that a process 
rationalisation should commence, and this ind 
is one of the principal tasks of the present C 
-mission—to lay the foundations of order in place 
confusion and doubt. ‘ 


CHAPTER VI. 
‘THE SOCIO-ECONOMIC BACKGROUND. 
1. There and social factors 





are economic 


| South Africa which have a very profound bear 


/ upon the need for an organized National Hee 


Service and upon the type of service which 
possible. These factors will determine also 1 
influence which the health service must bring 
bear upon the large number of other departme 
of State concerned with the promotion of hea 
and the prevention of disease. Although for p 
poses of convenience we here discuss the seve 
factors under separate heads, they act reciproca 
upon each other and—which is our primary 
cern—upon the health of the people. : 


ena alemreen, 


' poverty and sometimes depravity. 


Poverty. 


2. One factoy stands out pre-eminently in such a 


-survey—the grinding poverty of almost all of the 


non-Huropean, and a_ substantial part of the 
European population of this country. The total 
national income accruing to the whole population 
of ten million (Huropean, Native, Coloured and 
Asiatic) in South Africa is about £400,000,000 per 
annum, or £40 per. head. This average does not, 
however, give a true idea of the position because 
the income is distributed very unequally. A small 
section of the community live on a high standard, 
while the vast majority live in great poverty. This 


-is in fact one of the poor countries of the world, 


its poverty being partly the result of the country’s 
geographical and climatic conditions, and .partly 


the result of the economic structure which it has 


erected. 


3. We have had evidence from the Secretary for 
Native Affairs as to the gradual economic’ deterio- 
ration of the Bantu from a comparatively small 


population based on a_ subsistence economy— 
herding cattle, growing grain, hunting, and 
5 ’ 5 Do b oO) 


making their own clothing and household utensils 


‘—to°a much larger population which has out- 


grown and overstocked the territory allotted to it 


and become dependent to an ever-increasing extent 


upon employment on the farms or in urban 
industry. The evidence we have received strongly 
suggests—in the absence of precise data extending 
over long periods it could do-no more—that in the 
Territories, on the farms, and in the towns, their 


- poverty is increasing and their health deteriorating. 


4, On the lot of the Coloured population in the 


- Cape we have had eloquent testimony, notably 


from the Medical Officer of Health for Cape Town, 
that poverty and ignorance were the main factors 
in the causation of the contrast which exists 
between the health of the European in that city and 
thé health of the Coloured population. Similar 
evidence was submitted in regard to the Indian 
population of Natal. 


5. In various areas of the countryside, though 


more notably in such places as the forest of Knysna 


and the diggings at Barkly West and Lichtenburg, 
we find cases of Huropeans who have ceased to 


share in the standard of living of the dominant 


race and have sunk into the lowest depths of 
Scattered over 
the face of South Africa, there are some 10 per 
cent. to 12 per cent. of the European population 
trying to wring an inadequate living from the soil, 
from unskilled labour, from our forests, or from the 
haphazard gains of the digger. 


6. Poverty places even elementary environ- 


mental health services beyond the reach of the - 


individual and of whole communities of whom the 
great majority is poor. The Inter-departmental 
Committee on the Social, Health and Economic 


- Conditions of Urban Natives bring this out in their 


Report (1942) :— r 


“... In most of the smaller towns the 
poverty of the Natives was seen against a back- 
ground of general poverty, where not only «# 
large proportion of white citizens, but ‘even the 

municipalities themselves, seemed unable to 
shoulder any burdens additionall to those they 
were already carrying.’’ 


The reference here is particularly. to housing, 
water supply and sanitary removals. ; 


7. Poverty likewise makes it impossible for its 
victims to purchase for themselves adequate 
dietries particularly in urban areas, where they 
are dependent almost entirely upon purchased food- 
stuffs, of which the health-protective varieties are 
nearly always the most expensive. In this con- 


* 
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nection the following is an extract taken from 
Paragraph 65 of Report. No. 2 submitted by the 
Social and Economic Planning Council entitled 
‘** Social Security, Social Services and the National 
Income ”’ 


“* Social surveys conducted in the Union have 
shown that, in the cities, incomes are too low to 
enable the purchase of minimum low-cost diets 
in the case of at least— 


10 per cent, of European households; 
45 to 50 per cent. of Indian households; and 
50, to 60 per cent. of Coloured households. 


Most urban Natives not fed in compounds or in 
private households are in a similar position. All 
the evidence suggests that in-smaller towns, on 
‘many farms and in the Native Reserves the 
position is also unsatisfactory.’’ 


Hven with regard to clothing, poverty has 
indirect adverse effects upon health, and_ here 
again may be cited the report quoted above :— 


‘* It is by no means rare for the members of a 
family to be more numerous than the blankets it 
possesses. This: encourages the unhealthy prac- 
tice of sleeping partially or even fully dressed 
in day-time attire. Inadequacy 
clothing and bedding leads to verminous condi- 
tions and to lowered resistance against disease, 
especially respiratory disease.’’ 

Kiven as our. report is being written comes news 
of a widespread epidemic of typhus in the Native 
areas, which doubtless have been hard hit by the 
increased cost of soap and clothing. 


8. Poverty. denies many of the resources. of 
modern medicine to large sections of. the popula- 
tion, who. under existing conditions can only attain 
medical help through the charity of individuals or 
voluntary organizations quite unable to provide 
the full range of modern therapeutic measures; or 
through the inadequate facilities afforded them by 
the district surgeoncy system and free beds in the 
public hospitals. 


Finally, poverty and the subsistence economy on 


_ which the life of so great a proportion of the total 


population is based, render impossible the adoption 
of a truly national health insurance scheme. 


Ignorance. 


9. Illiteracy and ignorance are found side by 


‘side with poverty, in the case of the non-Kuropean 


four-fifths of our population. Poverty prevents the 
non-Huropean from allowing his children the 
benefits of a general education even where facilities 


are provided and, m the case of the Native, the. 


facilities are pitifully inadequate. Report No. 2 
of: the Social and Economic Planning Council 
states (paragraph 6) :— 


ce 


... half the European children are out of 
school by the age of 16. Some 90 per cent. of 
. the total attend the Standard VI course but only 
11 per 100 reach matriculation standard. The 
non-Huropean children receive far less educa- 
tion. About two-thirds of the Bantu.children 
oet none and of those who do perhaps 8 per 100 
proceed beyond the second standard. While 90 
per cent. of the Coloured and Asiatic children go 
to school, only 10 per 100 attend the third 
standard.”’ 


10. The low standard of education is directly 
related to low productive capacity and’ resultant 
poverty. The vicious cycle has been demonstrated 
in the report just quoted, which also makes far- 
reaching proposals for breaking it. From our own 
standpoint, we support these proposals with all the 
emphasis at our command, for in our opinion they 
are basic to a true and lasting solution of the prob- 


‘lems of ill health. | 


of _ personal 


’ 


il 
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11. Coming to the more immediate effects of 
ignorance and illiteracy on the health of the 
people, it is clear that ignorance accentuates the 
effects of poverty in relation to environmental con- 
ditions, nutrition and personal hygiene. Through 
‘ignorance, the people do not know how to make the 
best use of the slender economic resources they 
possess. They do not appreciate their needs and 
consequently make no effort to meet them even 
when perhaps they could—for instance in the pro- 
vision of windows in their dwellings, of privies, of 
protection to wells and springs, and of pe -grown 
vegetables. 


12. Ignorance often prevents its victims from 
recognising the early signs of disease and thus from 
seeking help at a stage when it is more likely to 
result in speedy and complete cure; and it prevents 
them from coéperating intelligently with many of 
the instructions given by their medical attendants. 


13. Finally, ignorance may not only prevent its 
victims from seeking and coéperating with the 
resources of rational medicine: it renders them an 
easy prey to exploitation by people as ignorant as 

‘themselves, or by diliberately fraudulent quacks. 
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Superstition and quackery play a tremendous part— - 


not only among non-Europeans—in preventing the 
adoption of hygienic practices even when these are 
taught, and the acceptance of the benefits of 
rational medicine when these are available. The 
‘sum spent annually in the Union on supposed 
remedies for ill health issued by witch-doctors, 
herbalists and quacks cannot be ascertained but it 
certainly runs into seven figures. Over and above 
this is the vast sum spent on nostrums and patent 
medicines, often advertised by subtle appeals to an 
education which includes a smattering of science, : 
but not enough to distinguish. between well- 
grounded and merely plausible claims. 


Special Backwardness. 

14. This is doubtless the resultant of the other 
factors dealt with in this chapter, but is so impor- 
tant in its effects upon health conditions that it 
merits separate consideration. From time 
immemorial in the case of all. the Natives, and for 
many generations in the case of the bulk of the 
Europeans, the people of the Union have been 
country dwellers. In the wide open spaces, con- 
stantly swept by wind and exposed to brilliant 
sunshine, there was no overcrowding; and the evils 
of instanitation were quickly averted by Nature. 
There was no need for the establishment of local 
government for the purpose of communal hygienic 
measures. ‘These same people, driven swiftly by 
economic forces which they scarcely understand, 
into the crowded back-yards of city and town, or 
even into villages and peri-urban holdings, tend to 
bring with them customs and practices which now 
are a menace to their own health and that of their 
neighbours. At the same time they make no spon- 
taneous attempt to organize themselves into local 
authorities for the purpose of establishing com- 
munal sanitary services and control, and tend to 
resent any attempt to impose such control upon 
them from without. 


15. Undoubtedly the foregoing is a part expllana- 
tion of the insanitation in peri- -urban settlements— 
the desire of migrants from rural to urban areas to 
escape restrictions which seem to them an unneces- 
sary interference with their liberties. Even in the 
purely rural areas, especially in the Native 
Reserves, the increasing density of the population, 
coupled with a conservative clinging to traditional 
customs, makes it difficult to introduce measures 
for the control of sanitation. 


16. This failure to appreciate the/need for local 
self-government, including control of. sanitation, 
has militated against the health of the people in the 
past; and is likely to do so in the future, unless 
effective measures are taken for their general social 
uplifting. 


me 


. a national health service, 


Racial Heterogeneity. 


ye Apart fron the widely varying capacity of 
the different racial groups to receive and to profit 
from national health services, in actual adminis- 
tration considerable complexity and expense are 
added to such services by reason of the necessity 
for making separate provision for clinic and hos- 
pital accommodation and for taking into account 
differmg racial attitudes and customs. In pre- 
ventive services the latter are often of supreme 
importance; and a technique of approach which 
suits one group may be quite unsuitable for 
another. In curative services the differences: may 
also be of considerable moment, for instance, the 
differing food and similar prejudices. . Moreover, 
there are linguistic difficulties. Not all ‘European 
personnel are proficient in both official languages, 
and few are conversant with Native or Indian 
tongues. Even Native nurses are often handi- 
capped in dealing with members of dh 
groups other than “their own. 


Sparse Distribution of Population. 


18. The sparse distribution of the rural populla- 
tion of the Union is another factor which adds 
greatly to the difficulties of establishing and main- 
taining health services for all. : The total popula- 
tion of the Union is less than that.of many Kuro- 
pean states much smaller in size. Most country — 
doctors spend a considerable portion of their time 
in much travelling to see few patients. -Communi- 
cations, though splendidly developed for a country 
so young, are nevertheless still very imperfect, 
particularly in the Native rural areas. _ Several 
witnesses from these areas declared that the build- 
ing of more bridges and of better, all-weather roads. 
would contribute as much to the availability and 
effectiveness of medical services. as any Hua oe 
measure which could be devised. 


19. The.factors discussed in this chapter, while 
obviously adding to the difficulties of establishing 
a national health service in conformity with the 
modern conception of health, and available to all 
sections of the people, nevertheless make the estab- 
lishment of such a service all the more urgent. This 
is the opinion of the Third Interim Report of the 
Industrial and Agricultural Requirements Com- 
mission, and of the Second Report of the Social and 
Economic Planning Council. From our stand- 
point, we would emphasise that if the best results 
are to be obtained from the establishment of such 
its establishment must 
be accompanied by a rapid development of educa- 
tional and other social services, and of agricultural 
and industrial expansion throughout the land. 
Moreover, the National Health Service must play a — 
major advisory role in giving shape to these 
policies so that they may be determined in accord- 
ance with the ultimate physical and health needs 
of the people. 





CHAPTER VII. 





EUGENICS AND RACE WELFARE. 


1. The ultimate aim of all political, social and 
medical activity of man is not only to improve the 
conditions under which he lives, but also to bring 
about an improvement of the qualities inherent in 
the race itself. While given sufficient determina- 
tion, the first objective can comparatively easily be 
achieved, the latter is more elusive. All the four 


main objectives of a national health service as ~ 


defined in Chapter 3, tend to improve the condi- 
tions of life. On-the health-promotive side, nutri- 
tion, education, recreation and security of living 
are obviously concerned with little else. Ill health 
prevention in the form of good housing, sanitation. 
water supplies, etc., is supplemented by personal 
preventive services which immunise man against 


infectious disease, aud correct unhealthy habits; 
and when he does take ill, curative services’ aim 
to restore him to health, while eventually rehabili- 
tative services will now aim to return him to as 
complete functional activity as is possible. But 
none of these services can alter his inborn qualities 
and tendencies. 


; 
2. The process of betterment of the race is so 


¥ 


lengthy, and the problems involved are of so pro- | 


found and complex a nature, that science is a very 
long way from finding more than very tentative 
solutions of most of them. . This is scarcely the) 


place to embark upon an exposition of the intricate | 


j 


and rapidly developing science of genetics, but a | 
brief indication may be given of some of the con- | 
clusions already reached which have a bearing upon © 


practical eugenics. 


8. One of the most important of these is that 
defective or undesirable qualities, which in the 


cell-mechanism of inheritance are carried by defec- | 
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tive genes, are also usually ‘“‘ recessive This 
means that they are present in.a great many per- 
sons who.appear non-defective in regard to those 
particular qualities, being neutralised—as it were— 
by the presence of corresponding ‘* dominant ’’. 
genes. Genes are inherited in pairs, one from each 
parent. It is only when both genes of a pair are 
defective, that defects will be manifest in the off- 
spring. This can only happen when both partners 
of @ marriage are carriers of defective genes which 
form a pair. A person may inherit several defec- 
tive génes from each of his parents, but if they are 
not pairs, he will not exhibit defects. 





4. From this there emerges the practical point 
that defective persons may spring from apparently 
non-defective parents. It is well-known that they 
do. If then all obvious defectives were sterilised 
or otherwise prevented from begetting children, 
large numbers of defectives would still appear in 
the population ..from among those apparently 
normal. For science has not yet evolved any 
method for detecting the carriers of latent defective 
genes.. It has been calculated by one authority 
(Jennings, ‘‘ The Biological Basis of Human 
Nature ”’, quoted by Bews in ‘‘ Human Ecology ’’) 
that for every individual bearing two defective 
genes in respect of mind-capacity (such an indi- 
vidual being, therefore, obviously feeble-minded) 
there are thirty apparently normal persons bearing 
‘one such gene; and that if all the feeble-minded 
‘in one generation—about 330 per 100,000—could 
be prevented from producing offspring, in the next 
generation there would appear 294 feeble-minded 
per 100,000—the result of unlucky crosses between 
“persons who were carriers of single defective genes. 


And even if their feeble-minded offspring were | 


prevented from producing children, by a similar 
process there would still appear 290 feeble-minded 
‘in the third generation, and in the fourth and fifth, 
and so on indefinitely. 


5. In short, the popular idea that it is possible 
to eliminate feeble-mindedness by sterilisation of 
‘the obviously feeble-minded, is a fallacy. The 
utmost that can be done in this direction: is to 
prohibit consanguineous marriages between persons 
‘descended from stocks in which there has appeared 
feeble-mindedness, or any other undesirable 
quality, at any rate within the few preceding 
‘generations. Obviously, such marriages are at- 
tended with increased risks, because the partners 
are likely to be bearers of defective genes which 
‘pair off in the offspring. 


~ 6. Turning from the complexities and obscuri- 
‘ties of genetics, we may accept at once the un- 
ambiguous assurances of gynecologists that the 
bearing of children in too rapid succession is 
always deleterious for the mother, and thus, because 
‘a physically weakened mother cannot care ade- 
‘- 


fr 


' > 
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quately for her children, bad for them too. It 
should be remembered that in this chapter we are 
concerned solely with the child—the inheritor— 
and not with the mother, whose inheritance has 
already been. determined in the preceding genera- 
tion. For this reason we do not refer in detail’ to 
the medical contra-indications of pregnancy such 
as tuberculosis. 


ny 


7. The nutrition of the mother, in all her preg- 
nancies, is also important; for, although nature 
ensures for the developing child the utmost that 
the mother’s body can give to it, even at the cast 
of her own health, if she is weakened by malnutri- 
tion during pregnancy, she will be unable to care 
adequately for her child after its birth. Adequate 
nutrition of the mother during Jactation is essential 
in the direct interests of the child, as the quality 
as well as the quantity of the milk depends onthe 
state of the mother’s nourishment. 


8. There is clear evidence to show that not only 
is‘ fertility greater but that offspring are healthier 
and more vigorous in the case of early marriage, 
particularly of the woman, as compared with 
marriage later in life. This fact undoubtedly 
accounts in no small measure for the decline of 
the birth rate in communities and countries rising 
in the scale of civilisation, which is accompanied 
by marriage when the partners are older than is 
common among more primitive communities. 


9. Another assured finding of ,medical science 
which bears upon eugenics is that a woman sufter- 
ing from syphilis, even in its latent form, may 
transmit the disease to her offspring. 


10. There is no relevant legislation other than 
that forbidding the marriage of those within the 
third degree of kinship. Ecclesiastical law in 
some denominations carries this kind of prohibition 
further. The reasons in both cases are much older 
than the discoveries of modern genetics; but it is. 
interesting that, as we have seen, the latter give 
them support at least in some directions. The 
legislation which permits a spouse to divorce his 
partner when the latter has been declared incur- 
ably insane, may also have eugenic value in the 
event of the former’s remarriage. Indirectly too 
the lunacy laws authorising restraint of the certi- 
fiably insane, contributes to eugenics, although 
such persons are in any case unlikely to beget 
children; and, as we have seen, even if they do, 
they account for only a small proportion of the 
defectives in a generation, the vast majority of 
whom are the offspring of normal persons who are 
the bearers of single defective genes. 


11. As has been indicated above, the present 
state of our knowledge does not enable us to detect 
those normal persons who are the bearers of single 
defective genes; and even if it did, the knowledge 
would not be sufficient for a basis of sound eugenic 
policy unless and until it also enabled us to classify 
the defective genes as well, so that intermarriage 
between bearers of the same defective genes could 
be prevented. For one person in ten is a bearer of 
a defective gene for feeble-mindedness, and it is 
probable that every person living is the bearer of 
at least one defective gene, probably many. The 
idea that defectiveness can be eliminated by 
sterilisation of the visibly defective is, as we have 
seen, entirely fallacious. 


12. In some countries, legislation has been intro- 
duced to prevent the marriage of a person suffering 
from syphilis, latent or active. It is very doubtful 
whether Section 59 of the Public Health Act could 
be interpreted as such a piece of legislation, for it 
refers to infection of the marriage partner rather 
than of the unborn children. Propaganda at all 
venereal disease clinics stresses the importance of 
treatment of syphilis throughout the course of 
pregnancy. 
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13. Ante-natal and post-natal clinics, by dealing 
with the health of the mother, indirectly and some- 
times directly influence the health of the child. In 
connection with post-natal clinics, for some years 
voluntary societies in various large towns of the 
Union have organized what are styled ‘‘ maternal 
and family welfare clinics ’’. These activities have 
been codrdinated and consolidated on a national 
basis by the South African National Council for 
Maternal and Family Welfare. These societies 
arrange clinics where instruction is given in family 
spacing, and the opportunity is utilised to impart 
health knowledge. Great care is taken that advice 
is given only in the case of women who are in real 
need; and nobody except a mother of a family is 
catered for. According to the results reported by 
the societies very good work is being done; and 
this has been recognised by local authorities and 
the Union Government in the shape of financial 
support. -The services at the climics are given 
voluntarily by members of the societies and by the 
medical profession. 


14. Special mention may be made of the ante- 
natal treatment of syphilis in pregnant women, 
which has been a feature of many of the clinics 
conducted by municipal health departments, : par- 
ticularly among non-EKuropeans. In view of the 


seriously high incidence of infection—about 25 per — 


cent. or 30°per cent. in many areas—among these 
women, this service has considerable value from 
the viewpoint of eugenics. For syphilitic children 
who do not die within the first year will usually 
survive to contribute to the quota of morbidity 
among the population. 


15. Despite the limitations of our scientific 
knowledge, we know enough to be able to make a 
start with services designed to ensure as sound an 
inheritance as possible for the oncoming genera- 
tions. -The foundation has indeed already been 
Jaid, in the work of the National Council for 
Maternal and Family Welfare described above. 
Race welfare clinics should form an integral part 
of any organized national health services, and 
there should be much more research and a wider 


dissemination of the results than there is at present. | 
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NUTRITION. 


1. We regard the improvement of nutrition as a 
sine qua non of improved health services. We 
agree entirely with the view of the Medical Asso- 
ciation of South Africa (B.M.A.) that unless there 
are vast improvements in the nutrition, housing 
and health education of the people, the-mere pro- 
vision of more ‘‘ doctoring ”’ will not lead to any 
real improvement in the public health. The 
National Nutrition Council considers that in South 
Africa malnutrition is an urgent problem of 
enormous extent, the consideration of which cannot 
be postponed until the war is ended. ‘‘ If this 
insidious deteriorating process is much prolonged, 
the cumulative result on the future labour supply 
of the country and on the quality of its people 
must be calamitous.’’ 


2. An example of this is to be found in the result 
of the survey conducted by Professor J. F. Brock, 
Head of the Department of the Practice of 
Medicine, University of Cape Town, into the con- 
dition of 769 Coloured children resident within the 


municipal area of Cape Town, whose socio-economic 


status was stated to be probably somewhat superior 
on the whole to that of Coloured families in Cape 
Town in general. He assessed their nutritional 
state as follows: 





62 diseased—i.e., showing evidence of such 
disease as might be expected to prevent satisfac- 
tory nutrition even where the diet is satisfactory. 
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388 malnourished—i.e., those whose state 
‘nutrition is judged to be unsatisfactory in t 
absence of evidence of disease which might inte 
fere with satisfactory nutrition. The assumpti 
is that this unsatisfactory state of nutrition 
hkely to be due, at any rate in part, to defecti 
diet, although social and hygienic factors oth 
than disease and diet may play a réle which 
difficult to assess. 


___319 normal—i.e., those who in the absence : 
disease show a state of nutrition which is judg 
to be satisfactory. 


The existence of this urgent problem was ful 
confirmed in evidence, and its causes were stated 
be poverty, ignorance and inefficient distributic 
of foodstuffs. The severity of the malnutrition 
further revealed by the results of the survey | 
Dr. C. C. P.. Anning in Benoni, by Miss 
Malherbe on Indians in Natal, and by Dr. H. 
Riche and others in the Allexandra Townsh: 
(Johannesburg). . 


The Nutrition Survey by the Department « 
Public Health in 1938 revealed the followir 


position among Europeans : — . 


In the Cape 31:5 per cent. of the boys we: 
malnourished while 28 per cent. were receivin 
no milk, in Natal the figures were 16-4 per cen 
and 20 per cent., in the Transvaal 47-6 per cen 
and 20 per cent. and in the Orange Free Sta: 
43-6 per cent. and 16-5 per cent, respectively. 


3. The subsidisation of nutrition in a long-ter: 
socio-economic policy is justified on econom 
erounds, and is urged by us on the grounds of i 
sheer necessity from the point of view of nation: 
health. It may here be pointed out that, exce] 
with regard to Native locations, the principle hi 
long been accepted that the cost of environment: 
sanitation and of the control of infectious diseas: 
is a legitimate charge upon public funds. Tl 
extension of the same process to the sphere « 
na which has in fact already begun, 
ogical, : 


4. The improvement of nutrition on a nation: 
scale involves so many agricultural, economic ar 
commercial questions that it would not be expedie: 
to place this service under the direct control of 
national health service. However, simultaneous. 
with the acceptance of the proposals for a nation: 
health service, a guarantee should be given thi 


‘this fundamental national need will receive no le 


earnest and skilled attention; and that very stror 
liaison will be established between the Nation 
Health Service and the authorities responsible fi 
nutrition. The ‘Ministry of Health should invest 
gate and report as to the nutritional requiremen 
and existing nutritional deficiencies of varior 
social and geographical groups in the communit; 


but it should be the responsibility of the appr 


priate Government departments to guarantee tl 
production, processing and distribution of food 3 
accordance with these findings. The correct util 
sation of the food thus made available would 1 
the concern of all who are anxious to guarant 
adequate nutrition for the people—education auth 
rities, the Department of Social Welfare, 4 
Ministry of Health itself, etc. ! 


5. The view is held by some that the feeding | 
the under- and mal-nourished should be a prevei 
tive health service and be carried out by tl 
Ministry of Health. We must, however, distingui: 
here between meaures designed to. safeguard tl 
purity of food supplies and measures to ensu 
sufficient food. The importance of nutrition - 
national health has already been emphasized but 
is another question entirely whether it should ] 
the function of a national health service actual! 
to provide adequate nutrition for all sections. | 
must guide and advise, but to go beyond that, ar 


ark upon the provision of food itself, woulld be 
enter the sphere of agriculture (primary pro- 
tion), the food industry (processing of food), 
1, above all, of commerce (distribution). The 
vision of housing, sometimes quoted as a parellel 
vice, is not really so; for housing deals only with 
sapital need which, once niet, does not recur 
hin the lifetime of the family unit, whereas 


disa recurrent.need. Nor is education a parallel 


ause this is a function which must be under- 
en by specially-trained people, whereas feeding 
uld be the normal function of every, mother of a 
uily, unless indeed we abandon the family as the 
is of our national hfe. Incidentally, it might 
mentioned that feeding schemes aimed at reach- 
> the school child are instituted too late to be 
st effective. The critical period—during which 
quate nutrition will exert its greatest beneficial 
et on the future well-being of the nation—is the 
-school period. 


). But it is necessary to go back even further 
n the pre-school child. The results of the 
juiry instituted by Lady Williams into maternal 
| infantile mortality in the Rhondda Valley and 
er poor areas are illuminating. Where im- 
ved midwifery facilities had failed, resort was 
1 to the distribution of food alone, without any 
ra medical care. By this means ‘there was an 
nediate fall in the maternal mortality in one 
a from 11:29 per thousand to. 4-77, whilst in 
ther area it fell from 6:65 to 3:75. Moreover, 
was found that, where mothers were adequately 
during pregnancy, the still-birth and neo-natal 
th rate among over 15,000 deliveries was 59 per 
00, while among births where no extra food was 
en the rate was 84. 


Scientific Ri hicde of human food require- 
nts is now fairly complete. The facts can be 
ertained in the many text-books which are avail- 
e on the subject. Therein will be found the 
sification of foods into energy-producing, body- 
Iding and protective food substances. Nutrition, 
vill be found, is not a mere matter of calories 

of balance, with adequate protein and pro- 
lve substances. The productive forces are in 

main Pera ee animal husbandry 
eries. | 


. Legislatively and administratively, . various 
ies and boards exist in connection with our 
ional nutritional problems. There is the 
ional Nutrition Council, which tenders its 
ice to the Government Departments concerned 
h food production and distribution and. which 
plies to the National Committee for Health 
ication reliable and authoritative information 

its work. Research stations, agricultural 
ools and field services of the Department of 
riculture develop and assist production. Control 
rds and the National Marketing Council are 
igned to stimulate production by controlled 
s, and thus prevent gluts and low prices, which 
courage production. “Various elaborate national 
gation schemes have been established with a 
vy to bringing more land into high-grade types 
production. 

Food production itself is not undertaken by 
lic authorities, but much is done to stimulate 
ividual effort by using the methods indicated in 
previous paragraph. It would be irrelevant to 
r into a discussion whether control boards have 
n effective in increasing production, as distinct 
n bringing about a more > widespread distribution 
foodstufis. 


0. In Piinection with dairy products, there is 
irgent need of a complete agricultural reérienta- 
with increased emphasis on the production of 
ective foodstuffs, and upon scientific methods 
the orton of soil exploitation. The estab- 
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lishment of dried milk factories, to deal with 
seasonal surpluses and to facilitate distribution of 
supplies from milk-producing to non-producing 
areas, is of the utmost importance. Owing to 
climatic conditions, food production is variable 
-from season to season and from year to year, but 
as the statistics of the Department of Agriculture 
show, there has undoubtedly been a _ greatly 
increased production in recent years. 


11. Nevertheless, our total production is still 
grossly inadequate | in relation to national require- 
ments (see Haylett’s and Rees-Davies’ surveys) 
except in connection with sugar and maize, 
although even the latter is short if the require- 
ments for stock and, more especially; for milk pro- 
duction are considered. There is abundant 
evidence to the effect that there is a marked 
shortage of protective foodstufis—milk and milk 
products, fruit and vegetables, eggs, etc. There 
has also been an amazing and regrettable shortage 
of fish as food. It is, therefore, all the more 
gratifying that Parliament is considering compre- 
hensive legislation in connection with the fishing 
industry. The Third Interim Report. of the 


Agricultural and Industrial Requirements Com- 


mission states :— 


Ce 


there is a pr Stoeae tion problem to be 
korea pagans we can get rid of malnutrition from 
this country.’’ 


We support this conclusion, as well as the recom- 
mendations made in that Report dealing with the 
rationalisation of the farming industry, and the 
grave problems involved in soil erosion. The latter 
is an important factor in the low productivity both 
of Native Reserves and ‘Territories and also of 
Kuropean areas. The work which is being under- 
taken by the Native Affairs Department in con- 
nection with soil reclamation and stock limitation 
greatly impressed us, anc should, when expanded, 
go far towards increasing the production of pro- 
tective foodstuffs in Native areas. 


12. We had also opportunities of seeing through- 
out the country the ravages produced by soil 
erosion over widespread areas, and were privileged 
to see a film which demonstrated soil erosion and 
the methods adopted to combat it. In an endeavour 
to save this essential heritage, the soil of South 
Africa, 25 per cent.. of which, we are-told, has 
already found its way to the sea, the National Veld 
Trust is performing a very great service in the 
cause of adequate nutrition. 


13. To produce a healthy animal, and in turn a 
healthy man, it is essential to make healthy living 
soil, and to grow upon it a healthy plant life. The 
use of mechanical tractors has deprived the soil of 
the natural manure bestowed upon it by the 
presence of animal life, whilst the use of dung as 
fuel has impoverished it still further. 


14. An extreme example of the effect which soil 
deficiencies may have upon human health is to be 
found in the rampant dental caries prevalent in the 
coastal belt of the eastern Cape and for a large area 
‘inland from the coast, due in the main, we are 
told, to the deficiency in the soil of three minerals 
essential for the building of sound teeth—calcium, 
inagnesium and phosphorus. This rampant caries, 
which is but the outward manifestation of ‘pro- 
found constitutional changes, reaches its climax 
among the European wood-cutters in and around 
the Knysna district. Naturally, it applies also to 
animals grazing on the pastures as well as to the 
pasturage itself, so that all food produced in these 
areas is such as to render impossible normal human ~* 
growth or the maintenance of normal health. 


15. The extension of our irrigation schemes, and 
the establishment of dehydration plants adjacent to 
such schemes, would help to counteract seasonal 
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variations and to make possible distribution of such 
products as fruit and vegetables over wider dreas. 
Domestic output could be increased by the culti- 
vation of allotments; location gardens could be 
encouraged by the provision of free water, seeds 
and compost from municipal works. The making 
of compost is becoming and, under the National 
Health Service, will increasingly become a func- 
tion of the local authority. In the absence of a 
sufficiency of vitamins provided by the natural 
products of the soil, steps should be taken to ensure 
the availability of concentrated vitamin products 
such as vitamin C, yeast products, fish oils, etc., 
to the whole population. Government laboratories 
should be encouraged to undertake the manufac- 
ture of this class. of product: they are at present 
provided by private enterprise at a high cost. The 
discovery of food yeast, a protein-containing food- 
stuff derived from the yeast fermentation of 
molasses by Torula Utilis, with subsequent con- 
version by means of ammonia by the Teddington 
process, opens up wide possibilities. If the public 
taste can be educated to appreciate the new food, 
there is a prospect of turning to good account, for 
human consumption, a by-product which, under 
existing circumstances, is used only as cattle feed 
or is run to waste. Modern scientific developments 
in the technique of food storage and food pro- 
cessing have been greatly stimulated by war-time 
needs, and have rendered possible many improve- 
ments in food distribution, so that a steady supply 
of all classes of foodstuffs to all parts of the 
country, despite seasonal and local variations in 
primary production, is scientifically possible of 
attainment. The methods of storage\and preser- 
vation which have been introduced will neither 
render foodstufis unwholesome nor decrease their 
nutritive value. 


16. The Food, Drugs and Disinfectants Act lays 
down standards for the quality of certain foods, 
especially dairy products, and controls the kind 
and amount of preservatives permitted. The 
Department of Public Health and local authorities 
share in the administration of this Act. The 
Department has food and drugs inspectors: local 
authority health inspectors can also act as food and 
drugs inspectors and, within limits, the Depart- 
ment of Public Health meets the cost of analysis. 
The Dairy Industry Act controls quality of dairy 
products and hygiene of related factories. 
administered by the Department of Agriculture, 
which has a staff of dairy inspectors. 


17. Modern chill-rooms are provided in the 
larger municipal abattoirs and by several private 
enterprises, which supply the great bulk of storage 
and processing services; and the growth: of dried 
milk and vegetable dehydration factories indicates 
awareness of new possibilities. Citrus drink and 
concentrate manufacturers, jam and canned fruit 
manufacturers, dried fruit firms, fish canneries and 
fish oil concentrators have been longer in the field. 


18. State enterprise is not altogether . lacking; 
grain elevators (Department of Agriculture), fruit 
storage sheds (Citrus and Deciduous Fruit Boards) 
are examples. 


19. Supervision of food hygiene is in the hands 
of central and local authorities acting under the 
appropriate laws and regulations, and assisted 
technically by Government pathological and 
chemical laboratories in carrying out the necessary 
examinations. 


20. Whilst, on the whole, the results are better 
than is generally allowed by the critics, there is 
still much room for improvemeny Production 
tends to concentrate on the best economic return 


and not on the foods most needed from the point of. 


view of national nutrition. There is inadequate 
storage of protective foods (milk, vegetables, etc.) 
by means of dehydration, and consequently there 
are seasonal and local shortages. ° 


Ateis. 


- wood and hessian. 


21. It is desirable that, in connection with the 
sociological aspect of food distribution, there 
should be a regular supply of all necessary food 


constituents to all sections of the population, urban 


and rural, European and non-European, rich and 
poor. In reviewing the existing services, special 
mention must be made of the legislative provision 
in connection with diet scales prescribed under the 
Native Labour Regulation Act (No. 15 of 1911). 
This provision is probably unique in the world in- 
asmuch as it ensures by statute an adequate diet# 
for workers while at work. 
must be made to the pauper ration scales prescribed 


by the Department of Social Welfare, and to the © 
school feeding schemes. which, in accordance with — 
a recent extended Parliamentary financial pro- | 


Our. 


vision, are assuming extensive proportions. 
attention was drawn to the need of providing 
regular meals for necessitous school children 
during the holidays. 


22. Appreciation should be expressed also of the © 


efforts of the Department of Native Affairs to 


stimulate the production of food in the Native ~ 
‘This is done by anti-erosion measures, — 


Reserves. 
by the extensive employment of trained agricul- 


tural demonstrators, by propaganda, and by attach- 


ing special conditions to the occupation of newly- 
acquired Trust land. Commendable features which 
we saw in operation were the feeding of ‘school 


children on an appetising vegetable stew, and at 


Fort Cox special adaptations in the preparation of 






Here also reference — 


ee hl rl 


the soya bean; milk distribution by lorry from . 


Binfield Farm (Victoria East) to surrounding 
Native schools; and experiments in the marketing 


of Native-grown foodstuffs at Orlando Township — 


(Johannesburg) and Pretoria. 


23. The long-term policy with regard to nutri- 
tion is obviously to improve purchasing power. 
Consideration of this, however, would lead to a 
very complicated discussion of socio-economic 
problems beyond our terms of reference. The short- 
term policy essential on health grounds should be 
to extend the activities already in operation, espe- 
cially in respect of protective foods, and to 
subsidise consumption by low income groups, 
particularly expectant mothers and pre-school chil- 
dren within these groups. From,a health point of 


_ view, school feeding schemes are gravely deficient 


unless they are combined with pre-school feeding 
through nursery schools, créches, and maternity 
and child welfare clinics. 
be taken in connection with a national nutritional 


Whatever measures may 


policy, it is vital that they be accompanied by a | 


comprehensive health educative campaign in which 
the importance of nutritional needs and standards 
is emphasized. . . 


i 
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HOUSING AND TOWN: PLANNING. 


1. Town planning and housing are facets of the 
same health-promoting and _  disease-preventing 
problem and must be’ considered simultaneously. 
Three wars in which South Africa has been 
involved have seriously militated against a solu- 
tion. 


2. The ‘‘ 1899-1902 war’’ resulted in a serious 
outbreak of bubonic plague in the Cape. This led 
to the condemnation of thousands: of insanitary 
dwellings and the dishousing of the inhabitants— 
some of whom found shelter in already overcrowded 
dwellings; some were temporarily accommodated 


in bell-tents loaned by the Army authorities, while 


others sought shelter on the outskirts of towns in 
all kinds of shacks made of odd pieces of iron, 
In that manner black-belt peri- 
urban areas had their genesis at the dawn of the 
present century. Comparatively speaking, very 
few of the condemned dwellings were capable of 


remodelling. Locations were. closed and_ the 
Natives were removed a few miles from the centre 
of population where they were rehoused by either 
the Cape Colonial Government or the municipality. 
These were the only attempts made ‘to rehouse 
people, resulting from the campaign against over- 
crowding and slum-dwellings. In _ effect, th’e 
remedy was as serious as the disease. In the towns, 
water and sanitation were available, whereas in 
many of the newly-created settlements of badly- 
constructed wood and iron buildings neither water 
nor sanitation was provided. Uncontrolled build- 
ing operations resulted in villages being created 
without any form of local government. 


3. Between the ‘* 1899-1902 war’’ and _ the 
“1914-1918 war’’, a few of the major local 
authorities used the town-improvement clauses of 
pre-Union legislation to deal further with insani- 
tary dwellings and overcrowded areas. This 
resulted in a further exodus. It was not until the 


Public Health Act of 1919, the Housing Act of 
1920, an e Slums Act of 1934 were placed on 


the Statute Book that the-problem was recognised © 


as being national. Even now very few local 
authorities are satisfied with their achievements. 
Were local authorities to enforce the provisions of 
the Slums Act in their entirety, many more thou- 
sands would be rendered homeless and the peri- 
urban problem would be intensified. 


4. The creation. of additional peri-urban insani- 
tary areas led to the passing of ordinances control- 
ling the layout of townships. The Orange Free State 
Provincial Council passed its Township and Hamlet 
Ordinance in 1928 (since -twice amended); the 
Transvaal followed in 1931 (since amended by four 
other ordinances); the Cape Provincial Council 
passed its ordinance in 1934 and has twice amended 
it; and the Natal Provincial Council promulgated 
its Private .Township and Town-planning Ordi- 
nance in 1934. 


Pe pantie the! Public Health ‘Act, Housing 


Act®and Slums Act, there are two other measures © 


which have a bearing on town-planning, viz. the 
Native Townships Act of 1937, and Section 11 of 
the National Roads Act of 1940. In passing, it 
should be mentioned that while the Housing Act is 
applicable to all local authorities, the Slums Act 
only applies to scheduled local authorities now 
numbering forty. The legislative, financial and 
administrative machinery provided by these Acts 
of Parliament and provincial ordinances has not 
produced the satisfactory results anticipated. 


6. Overwhelming evidence was submitted to us 
to the effect that overcrowding of dwellings and 
areas, coupled with insanitation, are potent factors 
in the spread of infectious diseases, especially 
tuberculosis. 


7. The Public Health Act requires the Medical 
Officer of Health of every urban local authority to 
submit an annual report to the Chief Health Officer 
of the Union in regard to any overcrowding and 
bad and insufficient housing in his area. Although 
the reports lacked statistical precision, they were 
regularly submitted, and the shortcomings revealed 
by the incomplete surveys resulted in the adoption 
of fairly comprehensive housing schemes by many 
local authorities, albeit these schemes have only 
touched the fringe of the problem. The provision 
of technical advice by the Central Housing Board 
and of cheap money by the Union Government 
have encouraged local authorities to undertake 
housing and rehousing schemes. Less than fifteen 
years ago, sub-economic loans were made available 
for the housing of people living under slum con- 
ditions. ; . 

8. Up .to the 30th June, 19438, a sum of 
£19,607,245 had been approved by the Central 
Housing Board as housing loans to over two 
hundred local authorities. Of this amount, 


1 than a quarter-century. 
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£14,656,699 has been issued. The housing schemes 
approved by the Housing Board will make -pro- 
vision for 53,108 dwellings of both types (economic 
and sub-economic) for Europeans and non-Euro- 
peans. 933,702 of these dwellings had been com- 
pleted up to June, 1943; 8,750 were under con- 
struction, and 15,656 had not been commenced. 


The approved economic loans represent 8,168 
houses for Kuropeans and 10,090 for non-Europeans 
at a total cost of £7,482,448, of which sum 
£6,947,823 has been issued. 


The approved sub-economic loans are for 4,386 
houses for Europeans and 30,027 houses for non- 


. Kuropeans at a total cost of £12,042,675, of which 


sum £7,607,570 has been issued. 


Loans (bearing interest at one shilling per one 


hundred pounds) totalling £132,127 have been 


. approved for housing the aged poor. £101,306 of 


this sum has been issued. 265 dwellings for Euro- 
peans and 172 for non-Europeans have been pro- 
vided for in the approved loans. Nine dwellings 
were under construction and seventy-one had not 
been commenced. 


9. Insanitary dwellings are occasionally dealt 
with under the ‘‘ Nuisance Sections.’’ of the Public 
Health Act, but this machinery is complicated and 
cumbersome. The’ passing of the Housing Amend- 
ment Act in 1945 has strengthened the legislative 
machinery, but finance remains the outstanding 
difficulty. Most local authorities are anxious to 
assist in solving the problem, if sufficient cheap 
money is “made available. 


10. At the outbreak of the ‘‘ 19389-1944 war ’’, 
the position with regard to housing was both rela- 
tively and absolutely little better than during the 
“1914-1918 war’’. The position is very serious 
in respect of all sections of the community but 
particularly so in respect of the non-Europeans. 
In this connection, attention is directed to para- 
graphs 90-95 and 157-160 of the Report of the 
Inter-departmental Committee on Social, Health 
and Economic Conditions of Urban Natives. It 
was represented by several deputations of farmers’ 
organizations that financial assistance by the Union 
Government would materially help farmers to 
house their labourers far more satisfactorily than 
is possible at present. 


11. In our analysis of causes of housing shortage 
as revealed in evidence and by observations in the 
course of the enquiry, we find that there are factors 
in the creation of the problem which are common 
to all countries progressing towards industrialisa- 
tion. They are— . 

(a) the growth of population; 

(b) the rising standards of housing; and 

(c) the tendency to increasing urbanisation of 
the population as a whole. 


In South Africa, there are, however, factors which 
are specifically our own. These are— 


(i) the steady drift to permanent urbanisation, 
of Natives who formerly had their homes in the 
Reserves ;.— 

(ii) the high rates of interest on capital bor- 
rowed from private financial institutions; and 

(iii) the excessive buildings costs coupled with 
the high price of available building land. 


12. In recent years there has been a tendency to 
regard the war as the prime factor in the present 
shortage. The chronic shortage of dwellings other 
than those of high rental value has existed for more 
The natural increase in 
population, the migration of people from the 
platteland to urban areas and the failure of private 
enterprise to provide dwellings of the cottage type, - 
contributed to the acute shortage of all classes of 
houses prior to the outbreak of the present war. 
War conditions have considerably. accentuated the 
problem. . 
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13. The diversion of men and 
defence building requirements and the absence: of 
skilled artisans on active service; the shortage of 
building materials due to import difficulties and 
defence requirements; the war-time influx of 
families whose menfolk are on active service, from 
country districts into crowded towns, have con- 
tributed to the difficulty. Some of these factors 
are of a temporary character and are not due to 
shortage of money. This position will be relieved 


as various restrictions are removed. A tendency in. 


this direction is already noticeable. 


14. The other phase of the problem so patent 
before the war and which will be more pressing at 
the conclusion of hostilities, is the- shortage of 
money. In other words, it is the poverty of the 
masses rather than lack of men or materials. The 
war has certainly worsened the position by stop- 
ping the development of sub-economic schemes, by 
increasing the pressure on the available housing 
for the higher income groups, which tend to dis- 
place the lower income groups. Thus there is in- 
creased overcrowding among the poor; and slums 
continue to grow. 


15. After the last war, a policy was initiated 
which provided economic and sub-economic housing 
loans, but as already indicated, this policy has not 
been completely successful. It is important, there- 
fore, to ascertain the reasons for failure. 


16. It has been submitted in evidence that the 
cause of the failure was that almost all naunici- 
palities, except the largest, are deterred from 
taking up sub-economic schemes by the small loss 
of even 1} to 14 per cent. interest on capital and 
maintenance charges, which the local ‘authority is 
called upon to bear. Even with sub-economic funds 
it is impossible to build houses which can be let at 
a figure within the means of the urban Natives and 
Coloured peoples, who constitute the bulk of the 
population requiring rehousing: although a big 
portion of the European town populations is also 
living on a sub-economic basis. 


17. The first of these difficulties—that of the 
impotent or unwilling local authority—will not be 
solved satisfactorily merely by an application of 
the coercive measures provided for in the 1943 
Amendment of the Housing Act. The small local 
authorities are in fact often too poor to embark 
upon adequate health or housing. schemes. The 
only real solution is to provide loans at even 
cheaper rates to these financially weak local 
authorities. The Housing Act should surely not 
place all local authorities on the same footing as 
regards terms on which loans are issued. 


18. The second of these difficulties—that of high 
building costs relative to prospective tenants’ in- 
comes—is discussed both in the report of the Inter- 
departmental Committee on the Social, Health and 


Economic Conditions of Urban Natives (Smit) (in - 


relation to, urban Natives) and in the recent report 
of the Committee of Enquiry Appointed to Enquire 
into Conditions existing on the Cape Flats and 
similarly Affected Areas in the Cape Division, 1942 
(Britten) (in relation to Coloureds and Natives). 


19. The Smit Report discusses the proposal to 
train and use Natives. This at once raises the 
vexed question of the dilution of the ranks of arti- 
sans. There are many who deny that this is a 
real solution of the question of costs, for lower 
wage rates, they allege, would be counterbalanced 
by lower production and poorer quality of work, 
so that there would be no saving pn the total 
expenditure and more to pay later for’ repairs. 


. 20. Whether or not costs can-be reduced by the 
use of cheaper materials and/or special methods of 


construction, is a question still awaiting investiga- 


tion. The issue as to cheaper materials and some- 


what lower standards of construction has been 


materials to 
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debated in several connections, particularly be- 
tween the Central Housing Board and the urban 
areas inspectorate of the Native Affairs Depart- 
ment. The Board adheres tenaciously to the view 
that a dwelling built from central housing loans 
must conform with the best current standards of 
construction, not only on health grounds but also 
because the dwellings must be dwrable—for the 
redemption of the loan depends upon rentals accru- 
ing over the period of the loan, 30 to 40 years, and 
the dwelling must remain habitable throughout 
that period. The Board contends that lowering of 
standards will result in a considerable shortening 


. of the life of the dwelling, necessitating a shorter 


period for the loan, and thus an increase of the 
rental which would wipe out the supposed advan- 
tage of lower capital costs. The Native Affairs 
Department does not accept that it is impossible 
to reduce capital costs, by using Native labour 
under skilled direction and working to simpler 
specifications, to such an extent that, even if the 
dwellings were less durable and consequently the 
loan period were reduced to 20 years, the rentals 
would be appreciably less than those of the dwell- 
ings now being built under sub-economic schemes. 


- At the end of twenty years, new and better houses — 


could be put up and the old possibly abandoned or 
remodelled: by that time the Natives might be 
able to pay higher rentals. 


21. It cannot be denied that the Central Housing 
Board policy results.in small houses of relatively 
high rental, excellent though their quality may be; 


‘and those living in them have less to spend on food 


and other necessities than when they were in the 
slums. Most important of all, the policy has 
retarded the rate of building, so that only a.small 
part of the population requiring rehousing actually 
gets these better houses, and the majority continue | 
to live in slums. We are of opinion that’ it would 
be better to lower standards and costs so that 100° 
per cent. may get houses which, if not of Central 
Housing Board standard, are much better than the. 
hovels or complete lack of shelter which are the 
only. alternative. Further, as the Smit Report 
emphasises, even many of the Central Housing 
Board houses are slums from the viewpoint of over- 

crowding. 


22. Another important point is that housing 
schemes, especially for Natives, are frequently 
saddled with the cost of purchase of the land at 
high value and with the cost of development (roads, 
water and sewerage mains and street lighting). 
The charges are added to the capital cost of the 
houses, and in some cases may result in a doubling 
thereof, with consequent doubling of the rent. The - 


rent formula includes an allowance for rates and 


service charges based on the ‘“‘ value’’ of the 
houses, which is thus artificially inflated. Other 
areas in the town undergoing development are not 
always treated in this. way, 1.e., each new house in ~ 
the area charged with a considerable capital sum 
in respect of roads, etc. pias 


23. Too little attention has been paid to the 
zoning of housing schemes in some of the larger 
centres. The siting of villages far from the town 
proper, results in heavy transport costs to the 
tenants which, in effect, are an addition to rental, 
and diminish the amounts available for the pur- 
chase of food and other necessities. In a few cases 


there is a lack of recreational open spaces, par- — 
ticularly for children. 


We were privileged to have 
submitted to us the plans of the Van der Bijl Town- 
ship—a magnificent example of town planning. 


Despite the passing of. Town Planning Ordi- 
nances and the creation of Township. Boards, there 
has been little check to the creation of black-belt 
areas in close proximity to the major urban 
authorities. j 


94. It is clear that an impasse has been reached 
n regard to housing which calls for a solution of 
he economic problems which underlie housing 
lificulties, along the following lines :— 


(i) Substantial increase in wage rates of lower 
paid workers, OR—what amounts to the same 
_ thing—as suggested in the Britten Report, com- 

pulsion upon large employers of labour, includ- 
ing municipalities, to provide housing for their 
lower-paid employees. This is already the policy 
of Railways, ISCOR, etc. It represents a charge 
sori industry and thus increases production 
costs. . 


- (ii) Intensive research into cheaper methods 
of housing construction, untramelled by precon- 
ceived notions and thoroughly alive to all new 
technical developments, and practical application 
of the results despite opposition of vested inter- 
ests in the older methods. A brilliant thesis by 
architectural students at the University of the 
Witwatersrand, on the housing of Natives was 
published in 1939.) > 
(ii) Temporary lowering of 


af constructional 
standards—durability being 


sacrificed rather 


than hygienic requirements, particularly those 


relating to overcrowding in houses built for 
Natives, who have larger families than Euro- 
peans. 


(iv) Legislative restriction on speculation in 
land likely to be required for housing schemes, 
perhaps along the lines recommended in the 
Uthwatt Report in Great Britain, the Govern- 
ment acquiring development rights against pay- 
ment of a reasonable standard rate upon the 
original value of the land. 


(v) Roads, water, sewerage and lighting mains 
should NOT be a charge against new housing 
schemes, but a charge upon the ordinary general 
revenue of the local authority, if rates are to be 
levied on the new houses. In this connection it 
should be pointed out that it has been found— 
especially in locations—that the benefit of new 
housing is sometimes outweighed by increased 
costs of transport to and from work. The Britten 
Report recommends provision of houses near 
workplaces by employers; this has been insti- 
tuted by the South African Railways and Har- 

- bours and in Van der Bijl Township by ISCOR. 


' (vi) Greater financial assistance for the sub- 
economic groups by way of the provision of loan 
funds on even more favourable terms than at 
present, through outright grants of, say, 25 per 
cent. of the cost of the housing schemes put up 
by local authorities, as suggested to us in 
nee 

(vii) Finally, national housing policy and 
programmes should take into account probable 
_ movements of population in the near future, 
particularly in relation to industrial develop- 
Ment. 


25. The subject of housing is further dealt with 
in Chapter 33. 







CHAPTER X. 





OF ENVIRONMENTAL SERVICES. 

1, Most local authorities responsible for pro- 
idine essential health services were created in 
pre-Union days. Many urban authorities con- 
trolled water supplies, sewerage schemes, cleansing 


ices, cemeteries, abattoirs, markets, baths, 





public conveniences, playing fields, as well as other - 


essentials and amenities. Some had the right to 
<propriate properties for town improvements, to 
leclare insanitary dwellings unfit for human 
habitation, to order the demolition of unsafe and 
dangerous properties, and to pass building and 
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other ‘‘ protective’’ regulations. They could 
order the destruction of unsound foodstuffs, regu- 
late and register dairies, bakehouses and other food 
preparation establishments. They could also order 


“the abatement. of any nuisance likely ‘‘ to be 


injurious or dangerous to the health of the inhabi- 
tants ’’ of their area. 


2. The South Africa Act, 1909, did not abrogate 
any of the powers of local authorities, but gave 
Provincial Councils authority to legislate, where 
necessary, on their behalf. Within a few years of 
the passing of the Act, all four Provincial Councils 
exercised this right by passing ordinances dealing 
with environmental health services. Any regula- 
tions legally made and in force at the time of the 
promulgation of these Local Government Ordi- 
nances, and later at the time of the passing of the 
Union Public Health Act of 1919 were re-enacted 
by Statute. ; 


3. The functions of the Department of Public’ 
Health under Act No. 36, of 1919, are inter alia— 
promoting the public health, the prevention of 
infection, and the suppression of infectious disease. 
Sections one hundred and eleven to one hundred 
and thirty-two more fully state the measures to be 
taken to promote health and prevent disease. 
Health measures referred to in this chapter, there- 
fore, concern the promotion and safeguarding of 
health and the prevention of disease. They range 
from such essentials as pure water and a wholesome 
food-supply to the amenities of life *such as 
recreational facilities and playing-fields. The 
chapter is a brief survey of the existing environ- 
mental non-personal health services. It is the 
doctrine of preventive medicine in action. Legis- 
lative measures giving local authorities the right 
to undertake such activities are to be found in > 
Annexure ‘“‘ D ”’ of this report. | 


Types oF Loca AUTHORITIES. 


4. The following Local Authorities were estab- 
lished as at the 3lst March, 1944:— 


Cape Province. 


Divasienal lonmeiat. gens sm caney 8 OR 
Pomme Councils tas siya ees wiht o9 
Village Management Boards ... ... 88 
Hieak boards sl) Aeon oo PRU Maes 
. — 345 
Natal Province. . 
POown COUNCHS raise toes cepa Quis msn deh 
ROM Mg tOSEOR mony Matalk) Lele do. kee Lue 
Health Committees ... ... 0.5... «2.982 
Transvaal. 
Pawn OOUnNcis aba nee er eae ay 
We here (Gon MCU Shan nice ake wes tend CO 
Health) Commrtiegs 2.2-,42¢-5) 2a ay ek, 
— 101 
Orange Free State. 
iowa: Cantona Oe ho ot ema Be ce Oe 
Village Boards of Management ... 5 ee 
Eatra Local Authorities. 
Kimberley Health Board :...... ... t 
(Natal) Local Health Commission . | 
(Transvaal) Peri-Urban Areas 
Healthy: POaec s.nloaas oe) anige cadet 4b ; 


POAT itis ‘ish Su, belek pada Merete 584 


In every area where there is no local authority, 
the Magistrate, subject to instruction of the 
Minister, has dormant powers to act as a local 
authority under the Act. 
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5. In order to ascertain how far local authorities 
had carried out their obligations under the Public 
Health Act of 1919 (as amended), a questionnaire 
specially prepared by the Commission was, in 
December, 1942, addressed to Town Clerks and 
Secretaries of local authorities. | Approximately 
sixty-six per cent. of the questionnaires were 
answered, the majority of the officials giving the 
fullest details of the environmental health services 
under the control of their councils and boards. 
However, in a number of cases much of the infor- 
mation was not furnished, while that. which was 
given was often incomplete or indefinite. 


WaTER SUPPLY. 


6. The importance of adequate clean water seems 
so obvious as to need no emphasis, yet there are 
local authorities that have done little or nothing 
to satisfy even this rudimentary need. Some com- 
munities depend upon rainwater collected from 
roofs and contaminated by decaying leaves, dead 
insects and animal droppings. Unprotected water 
tanks provide breeding places for mosquitoes, while 
the underground type is exposed to the further 
danger of seepage from contaminated sources. In 
some of the poorer communities, water is collected 
from rivulets, springs or uncovered wells, some- 
times only a few yards distant from night-soil pits. 
Some communities receive their share of the water 
stored in irrigation dams from which it is conveyed 
into villages by open furrows or pipes. In others, 
water is collected on mountain-sides or is obtained 
from wells, and springs on the commonage by 
means of windmills and is distributed by open 
furrows .or pipes to street hydrants or taps. Bore- 
holes have been sunk in many localities with a 
good yield of water under normal conditions, but in 


times of drought the supply has proved to be totally 


inadequate. In all the major and many of the 
minor local authorities reasonable provision has 
been made. Over £34,000,000 has been invested in 
the capital outlays of the Rand Water Board, 
(which supplies water to ten of the Reef munici- 
palities, in addition to the Gold Mines and the 
Railway Administration) and in the undertakings 
of two hundred municipal councils. A few schemes 
estimated to-cost several million pounds are pre- 
sently under construction or are contemplated. 
The charges for water supplied for domestic pur- 
poses vary from 8s. 4d. to 1s. per 1,000 gallons, 
while in some cases, a water rate is levied to cover 
the annual maintenance charges. The rate entitles 
the occupants to a reasonable supply of water. Some 
municipal councils are supplying their citizens 
with water at a loss, whille others are making a 
small profit. In the major schemes, the water is 
filtered mechanically or through sands-beds at the 
source and chlorinated or otherwise chemically 
treated at service reservoirs. Bacteriological and 
chemical examinations of water used for domestic 
purposes are not as frequent as they should be. 


Nicut-Somu ann Reruse REMovAL SERVICES. 


7. Few services are more important than the 
frequent and systematic collection and destruction 
of excreta, kitchen refuse and other offensive 
matter. In the early days of the present century 
only two municipalities were sewered, and they not 
entirely. Today, the councils of thirty-eight 
municipalities claim that their towns are completely 
or almost completely sewered; albeit, in giving 
evidence before the Commission, the witnesses of 
several of the municipalities where such claims had 
been made, admitted that their schemes did not 
include their Native locations. The councils of 
seventeen municipalities are contemplating modern 
water-borne sewerage schemes. 


It is interesting to note that there has been a 
decided fall in the typhoid fever morbidity and 
mortality rates for Europeans during the period 
1921-1941. It can be confidently claimed that 
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- 100,000 Europeans in the last thirteen years. 


modern water-borne sewerage schemes have had 
much to do with the lowering of the incidence of 
typhoid fever. In 1921 the notifications were 178°54 
per 100,000 Europeans, while in 1941 they were 
42°51. The fall has been gradual. In only one year 
(1934) did the morbidity rate rise above 100 per 
For) 
the iast four years the figures were under 60. per 
100,000 persons. Typhoid fever is the disease par 
excellence which can be accepted as.an index of 
the sanitary condition of any community. 


Running the waste (after screening) into the sea 
has been adopted at the coast towns as a means of 
disposal of sewage. In most of the other sewered 
towns, the sewage after screening, sedimentation 
and filtration, is deposited by irrigation on land 
farmed by the councils. In some undrained towns, 
septic tanks have been installed on the more 
spacious properties, while in the more congested 
areas conservancy tanks are maintained and syste- 
matically emptied by vacuum tank wagons and the 
contents transferred to the main disposal works. 
However, in the majority of municipalities and 
villages, pail-closets are used. In a few cases, the 
buckets are removed thrice weekly, but removals 
twice or once weekly are more common. The bucket 
system is not only inefficient, it is costly, particu- 
larly if removals from every residence thrice- and 
twice-weekly are attempted. 


a ates ‘). : 
A few municipalities have recently undertaken 
compost schemes, the products of which are bene- 


.ficially used by farmers and market gardeners. _ 


The disposal of slop-water in all undrained 
towns is an exceedingly difficult problem. A daily 
collection by slop wagon of waste liquids is expen- 
sive and beyond the means of the average house- 
holder; consequently waste’ waters are deposited 
on gardens, yards and in the streets of every: un- 
drained town and village. There it remains until 
it soaks into the ground, is washed away by rain or 
is evaporated by the sun. Decaying matter such as 
bones, vegetable waste, kitchen refuse, containers 
and innumerable discarded articles are removed by 
municipal service from daily to once weekly. A 
few councils give the removal service out to con- 
tract. In other municipalities and villages there 
is no refuse-removal service. Generally speaking, 
kitchen and similar domestic refuse and trade wastes 
are dumped on the outskirts of the towns. They are 
seldom incinerated or pulverised. Many local 
authorities are too weak financially to maintain a 
reasonably high standard in their gleansing ser- 
vices. In some areas, the standard is deplorably 
low. Some councils and boards are not alive to the 
importance of good sanitation, and some are indif- 
ferent or ignorant. : 


At least one major municipality has for years run 
a compulsory free daily removal of all horse-dung 
from every stable in the city to specially designed 
fly-destruction stations in the parks and other con- 
venient places. This compulsory free service has 
resulted in fly-breeding being considerably reduced. 
The decrease in draught animals, following th 
increase in motor transport, has been accompanie 
by a corresponding reduction in fly-breeding. The 
presence for more than twenty-four hours durin 
the summer months of animal and particularl 
horse excreta that has not been scientifically fer- 
mented, is_a sure means of breeding flies whic 
frequently are the carriers of enteric fever germs, 
via the milk and other food supplies of the people 










In only twelve towns is the cleansing service a 
direct charge, by means of a rate, on property- 
owners. In all others it is a charge on the occu 
piers. The annual budget of comparatively smal. 
European populations is hopelessly insufficient 
deal with their own environmental health services 
to say nothing of the problems of large non 
European populations in their midst. 


ABATTOIRS AND THE EXAMINATION oF Mart. 
\ 


8. The provision of public abattoirs and the 
stamping of meat slaughtered therein has been in 


operation in a few South African centres, for over 


thirty years. Most of the large abattoirs have 
chill-room facilities and plants for the manufac- 
ture of by-products such as meat meal, blood meal, 
bone meal, tallow fats, etc., trom the condemned 
‘meat and wastes. Attached to at least two of them 
are livestock markets. In several local authority 
areas the control of the abattoir is under a separate 
departmental head who is a veterinary surgeon. 
In others the medicall officer is responsible for the 
management and control of the abattoir and 
auxiliary services with a qualified meat inspector 
either resident or in daily attendance. A large 
sum of money has been spent on municipal works 
connected with the slaughtering, dressing” and 
chilling of meat intended for human consumption. 
South Africa has been in the forefront in providing 
public abattoirs and the examination of meat. It 
was one of the first countries in the world to adopt 
the stamping of meat passed as fit for human con- 
sumption. Hvery major urban local authority and 
many minor authorities own slaughter houses. The 
abattoir authorities submit to the Department of 
Public Health yearly returns of animals, carcasses 
and meat dealt with in their slaughter-houses, with 
particulars of meat affected with disease or other- 
wise unfit for human, consumption. 


Dr. P. J. du Toit, Director of Veterinary 
Services at Onderstepoort, informed us that up to 
the present, the criteria by which farm animals 


have been judged as potential meat-producing | 


animals and by which the quality of their meat has 
been judged in terms of consumers’ requirements, 
have all been empirical. If further progress is to 
be made in the production of beef, mutton, lamb, 
bacon and pork, the present criteria will have to be 
reviewed in terms. of scientific facts. The research 
necessary to obtain the basic knowledge of what 
constitutes good meat, how it can be produced in a 
hygienic manner, and how best it can be preserved 
for consumption, is being undertaken by the Meat 
Research Laboratory at Onderstepoort, which 
members of the Commission had the privilege of 
visiting. 


Witnesses all ter the country in giving evidence 
before us expressed their concern at the great loss 
to the community caused by the condemnation and 
destruction of measly meat. Some felt that meat 
infested with bladderworm disease (‘‘ measles ’’) 
which is allowed to be cold-stored at a temperature 
of minus ten degrees centigrade or below, for at 
least fourteen days as laid down in the Slaughtering 
and Meat Inspection Regulations, should not be 
allowed to be marketed without disclosing the fact 
that it had been cold-stored for that period. Others 
stressed the great economic loss involved in the 
condemnation of so much otherwise good meat. In 
the interests of. the country, breeders and con- 
Ssumers alike, the problem of bladderworm disease 
in bovines and swine deserves the closest attention. 


Several witnésses deplored the lack of sanitary 
conveniences for the use of farm labourers—a con- 
dition which is primarily responsible for the spread 
of bladderworm disease in animals. Persons 
suffering from tapeworm become infested by’ eating 
Meat containing the cysts of live bladderworms and 
80 the life-cycle of this parasite is maintained. For- 
tunately, the great loss of measly carcasses is off-set 
by the comparatively few condemnations of meat 
for tubercular disease. Some witnesses spoke of the 
amount of meat which is sent by farmers and others 
into the larger centres without being subjected to 
examination at the time of slaughter, when the 
internal organs are available. Regional meat 
taspectors would help to solve this problem. 
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_ and distribution of milk. 


CHAPTER X. 


Mixx Propucrion Anb Disrrinvtron. 

9. Under the Public Health Act, the Minister 
may make regulations in regard te dairy cattle, 
dairies, cowsheds, etc. In addition to the regu- 
lations— ‘ 


‘The Minister may make orders—requiring 
the medical examination of any person in any 
premises in which any milk or dairy produce . . 

is collected, kept, sold, or exposed for sale . 
prohibiting the registration as cowkeeper, dairy- 
man or purveyor of milk... requiring the 
closing of any cowshed . . . prohibiting the 
sale or exposure for sale of milk by any cow- 
keeper . . . who has three times been convicted 
of offences under any laws or regulations regard- 
ing the milk trade... .” 


Dairies and creameries are also regulated by the 
Dairy Industry Act, 1918; the Dairy Industry 
Control Act, 1930, and the Food, Drugs and 
Disinfectants Act, 1929. The regulations made 
under these Acts lay down standards for milk, the 
production of clean milk, the cleanliness of stables, 
animals, milkers and others engaged in milk pro- 
duction. 


Tremendous strides have been made in the effec- 
tive control of the industry in the major centres. 
The greatest difficulty in an effective control of the 
milk supply of any large community is that the 
bulk of the supply is produced outside the confines 
of the local authority, which necessitates the 
employment of local municipal dairy inspectors 
travelling scores of miles in areas under the control 
of divisional councils in the Cape, and in areas in 
the other Provinces where there is no elected local 
authority. Urban local authorities adjoining each 
other occasionally rely on the services of the 
inspectors of their better-organized neighbouring 
authorities to do all the country inspections for 
them. Generally speaking, they accept the regis- 
tration certificates of the major local authority. 
When such an understanding does not exist it 
means dupheation of inspections and registration, 
much to the annoyance of the milk-producers. 


The larger local authorities have their own dairy 
regulations, often differing in details. There is a 
system of licensing of dairymen under Union 
legislation; and a system of registration of dairy- 
men and their premises under ordinances and local 
regulations. 


The major local authorities keep one or more 
dairy (health) inspectors to inspect all dairies, 
premises, and equipment used in the production 


liness and fat,content.. In some cases dairies are 
graded on merit. _ Milk-producing concerns are 
subject to inspection from or on behalf of municipal 
areas which they supply; but owing to distance, 
Inspection cannot always be as frequent as is desir- 
able. Where veterinarians are in charge, dairy 
stock is occasionally tested. Unfortunately there 
are Imany areas where the necessity of these pre- 
cautions is not realised. Producers and distributors 
show a disregard of cleanliness in handling; and 
some authorities only perfunctorily discharge the 
duty of inspection. ; 


cr 


Very little is done in the medical examination 
of persons engaged in the industry. Our attention 
was drawn to the proposed amended dairy by-laws 
of the Pretoria City Council which provide that all 
handlers of milk intended for sale shall be 
examined for the purpose of ascertaining that they 
are not enteric fever carriers. The primary objec- 
tion by the milk producers to the proposed scheme 
was its purely local character. They argued that 
such measures should be made compulsory for all 
would-be suppliers of raw milk. It is desirable 
that milk offered for sale should be quite safe; and 
the way to achieve this would be to cause all milk 
to be pasteurised. Compulsory pasteutisation has 


Milk is tested for clean-.. | 
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been successfully applied in many cities overseas, 
and is even more necessary here because of the 
danger of milk-borne infections such as enteric 
fever, malta fever. etc. 


Foop HANDLING. 


10. Little progress will be made unless some 
form of regional inspection and registration of 
rural meat and milk production premises is under- 
' taken. Every region should of necessity be far 
more extensive than any divisional council area. 
It should have allotted to it a staff of trained meat 
and food inspectors to carry out inspection and 
examination in areas other than urban areas where 
the authorities employ a similar type of official. 
Economically it is sound policy to teach people 
how to rear animalls free from bladderworm disease. 
The loss of otherwise good beef and pork in this 
country is scandalous. The problems in regard to 
meat and milk examinations can only be solved by 
the establishment of adequate non-personal health 
services throughout rural as well as urban areas. 


Unsounp, DiszasED AND CONTAMINATED Foon. 

11. Government regulations prohibiting the 
‘‘manufacture,: preparation, storage, keeping, 
transmission, sale or export from the Union of any 

.. article which is, or contains an ingredient 
which is diseased or unsound or unfit for human 
consumption, or which has been exposed to any 
infection or contamination . ..’’ were gazetted 
in 1924 and amended in 1925, 1929 and 1933. In 
1933, the Union Government promulgated a regu- 
lation making it an offence for any person ‘‘ to 
sell 3). iany jwmeat,; inshirait vie) which ads 
packed in a hermetically sealed tin or other air- 
‘ tight receptacle if such tin...is blown... 


extensively rusted; or is damaged so that it 
leaks. > Most municipalities had for many 
years similar but somewhat more _ restricted 
regulations. It was a step in the right direction 


to attempt to secure unitormity. It is to be 
regretted that they have not been universally en- 
forced but this cannot be remedied until every ‘local 
authority has a full-time qualified health inspector 
in its service. The annual reports of the Medical 
Officers of Health of the larger centres reveal that 
very large quantities of meat and other foods are 
condemned. In addition to the regulations quoted 
herein, action is frequently taken against offenders 
for contravention of section 113 of the Public 
Health Act, 1919, as amended. This section, 
following as it does the English precedent, in 
placing on the person charged the onus of proof 
that any article of food forming the subject of a 
charge under the Act was not intended for human 
consumption, greatly lightens the work of he 
health inspector in all Court proceedings. In 
several of the major municipalites, the municipal 
dairy or food inspectors systematically procure 
samples of milk for examination bacteriologically 
and for dirt content. 


Markets, Baxerres, Burcuertises, Etc. 


12. The inspection of foods exposed in markets, 
and premises for the preparation of food, is of a 
high standard in the larger municipalities and some 
of the smaller ones; yet the conduct of markets 
leaves much to be desired. In public markets 
visited by members of the Commission, there was no 
evidence of any prohibition against expectoration. 
Most municipalities have a regulation prohibiting 
expectoration in public places and vehicles, but it 
is usually honoured in the breach. Markets in the 
large towns are visited daily by the municipal 
inspectors, and all incoming meat, fish, fruit and 
vegetables exposed for sale are examined. Large 
quantities are condemned because pf their unsound 
condition. Bakehouses and butchers’ premises are 
registered yearly and they are frequently inspected. 
Before being allowed to trade, persons must be in 
possession of a certificate sioned by the Medical 
Officer of Health stating that the premises are 
structurally satisfactory ; “that they are well sited 
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and that the person to conduct the business is fit to 
do so. Many applications for trading licences are 
refused every year owing to poor standard of clean- 
liness and conduct. The Supreme Court has held 
that a Town Council is within its legal rights in 
refusing to register a butcher who has little know- 
ledge of the trade. 


The structural condition of many boarding houses. 
is unsatisfactory. The kitchen utensils and 
washing-up facilities are poor. The sinks and 
draining-boards are frequently insanitary and so 
poorly constructed that they cannot be kept reason- 
ably clean. Utensils and crockery are so cracked 
or chipped that they are never absolutely clean. 
Table ilinen is often soiled and torn, and frequently 
used by several different persons. Regulations 
governing the control and registration of ‘boarding 
houses have been gezetted under Provincial Ordi- 
nances, and where the registration is done annually 
improvements have been effected. In some centres, 
municipal health inspectors accompany the police 
officials in their annual inspections of hotels and 
their evidence before the Licensing Courts has led 
to many improvements in the conduct of hotels. 


Foon ADULTERATION. . 


13. The administration of the Food, Drugs and 
Disinfectants Act, 1929, is a function of the 
Department of Public Health. In the major local 
authorities, where whole-time medical officers of - 
health and _ certificated food inspectors are 
employed, the purchasing of samples has been 
delegated to them. It is to be regretted that owing 
to war conditions there has been a falling off in 
this. branch of the health service. For the year 
ended 30th June, 1941, 1,118 fewer samples were 
taken than for the previous twelve months; and 
there was a further diminution by 362 in 1942. 
The percentage of adulterated, incorrectly or 
falsely described articles, however, did not show 
any diminution. In 1941,—597 ‘articles/ out of 
5,039 articles analysed or examined were found to 
be adulterated or falsely described, whereas in 
1942,—559 articles out of 4,677 articles examined 
were found deficient. 299 convictions out of 341 
prosecutions were obtained in 1941 as against 279 
out of 454 in 1942. The Department of Customs 
and Excise codperates with the Department of 
Public Health m the taking of samples at the 
ports and at two inland centres. Numerous applica- 
tions have been made by localyauthorities to the 
Department of Public Health for the delegation of 
powers under the Act, which shows that some local 
authorities are anxious to assist in the administra- 
tion of the Act. 


ControL or ANIMAL VECTORS OF DISEASE. 
14. Under the Public Health Act, the Minister 


may make regulations in regard to: 


‘‘ the prevention of the spread and the eradi- 
cation of malaria, the destruction of mosquitoes 
and the removal or improvement. of conditions 
permitting or favouring the multiplication or 
prevalence of mosquitoes; the prevention of 
disease by flies or other insects . . . the destruc- 
tion of rodents and other vermin, . the pre- 
vention of the spread of disease in man caused 
by any animal or vegetable parasite. 


The Union is subject to severall serious diseases 
spread by animals—malaria, plague, bilharziasis, 
rabies, typhus diseases, relapsing fever and infan- 
tile enteritis. Special investigations have been car- 
ried out in connection with malaria by Professor 
Swellengrebel and by officers of the Department, 
and on plague by other officers and the South 
African Institute of Medical Research, and on their 
findings have been based methods of control which 
have been very effective. ' Measures have also been 
taken in connection with the prevention of yellow 
fever, which although not prevalent in the Union, 
became dangerous when flying services developed 
and aeroplanes began to arrive in the Union after 
having passed through yellow fever areas in Africa. 


Malaria.—The Department of Public Health 
maintains effective measures against mosquito 
breeding, employing Native spotters, and European 
health inspectors and supervisors, in extensive 
areas in the Transvaal and Natal. At Tzaneen a 
research station is maintained to study malaria on 
the spot. Much has been achieyed by spraying of 
streams, mosquito-proofing of houses, and education 
»9f the people in measures to prevent infection. 
Some local authorities have canalised streams and 
aken other measures against malaria. 


Diseases spread by flies and other insects have 
10ot been as successfully combated as malaria, 
xerhaps because the danger of these pests has not 
een sufficiently realised. Anti-fly measures resolve 
hemselves mainly into effective refuse disposal 
ervices which have been described above. 


Plague.—Prevention has been, to a large extent, 
he work of the Department of Public Health. 
Research in the field and laboratory has been done 
ind a vigorous campaign of rodent destruction 
mdertaken. Some local authorities have also con- 
ributed their part in this work. It must here be 
ointed out that an anomaly exists in the condi- 
jons of subsidy to local authorities. 
ubsidy is given to combat an actual outbreak of 
lague, a local authority is not given much finan- 
ial help in preventive measures. The South 
African Railways and Harbours Administration is 
yartly responsible for anti-plague measures on the 
ailways and in ports. 

Bilharziasis is prevalent in the Eastern Trans- 
7aal and Natal. Much research into the vectors of 
he parasite was done by Dr. Annie Porter in the 
[ransvaal and by Dr. G. Cawston in Natal. Jn 
ome urban areas streams have been canalised but 
n the country it has not been possible to take such 
teps on any extensive scale. In the Transvaal the 
Hducation authorifies have instituted treatment 
‘amps for school children suffering from the disease 
ind the results have been encouraging. In Natal 
1othing has been done in this connection. Attempts 
1ave been made to clear streams of the snails by 
she addition of copper sulphate but this is not 
without danger to cattle and other animals. 


Rabies.—Contrary to the belief which held sway 
for a long time that the Union was free of rabies, 
his disease has been diagnosed without any doubt. 
What is more disturbing is that it has also been 
proved that several of the smaller denizens of the 
veld, such as meerkats, etc., can convey the disease. 
Extermination of vectors is, therefore, an impossi- 
bility and the only line of defence is health 
education. : 
; DIstnrection, DISINFESTATION AND 

DEVERMINISATION. 


15. Most of the larger local authorities have 
made provision for the disinfection and devermi- 
nisine of persons, clothing and premises in up-to- 
date cleansing stations. In some cases, the stations 
are adjuncts to the Infectious Diseases Hospitals. 
The stations are fitted with apparatus using steam 
under pressure, current steam or dry heat. For 
deverminising in the field, tents and improvised 
steam disinfestors are used. For disinfection of 
premises formalin or some proprietary liquid or gas 
is used. Cyanide fumigation by registered persons 
is undertaken in some centres. 

Under Section 24 of the Public Health Act: 

thi “any local authority may and if required by 
the Minister after enquiry (at which the local 
authority shall have an opportunity of being 
heard) shall provide and maintain, either 
_ separately or jointly with another local authority 
or a hospital authority . . . (c) disinfecting and 
Cleansing stations, plant and equipment: for the 
_ cleansing of persons and the disinfection of 
bedding, clothing or other articles which have 
- been exposed to, or are believed to be contam1- 
nated with, the infection of any infectious 


disease, or which are dirty or verminous; (and) 
Sirs c 
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(d) vehicles for the conveyance of persons suffer- 
ing from any infectious disease or for the removal 
of any infected bedding, .clothing or other 
articles NL Pt 


So far as we have been able to ascertain, the 
Minister has not exercised’his right under. this 
section dealing with the transport of infected 
persons. The few local authorities which have 
established infectious diseases hospitals have also 
established disinfecting and cleansing stations and 
an ambulance and transport service in connection 
therewith. 


Some local authorities have gone beyond what is 
required of them as a statutory obligation and 
have provided an ambulance service for the trans- 
port of people injured in streets or factory, and of 
persons suffering from non-infectious ailments. 
This ambulance service is usually under the super- 
vision of the local municipal fire department and is 
well conducted. In this country the transport of 
injured and sick persons is not generally accepted 
as a duty devolving on the (general) hospital autho- 
rities. ‘There is one outstanding exception in the 
Cape Peninsula where the Cape Hospital Board 
runs a very efficient ambulance service for all 
hospitals under its control. 


The ilack of reasonable transport facilities in 
connection with (general) hospital services is a 
defect in hospital administration. Grave injury is 
frequently done to persons involved in street 
accidents through their not being carefully handled 
and comfortably transported to the nearest general 
hospital. immediately the accident occurs. The 
service should be an adjunct to treatment and be 
under the direct control of hospital or health centre 
authorities. With the removal and disinfection of 
articles, the disinfection of premises, and the 
cleansing of verminous persons, it is a personal 
rather than environmental health service. Local 
authorities should be relieved of their statutory 
duty in regard to infectious disorders, and thanked 
for their acceptance of a non-statutory responsi- 
bility in dealing with persons involved in accidents 
or suffering from ordinary illnesses, and a properly 
organized transport, disinfecting and cleansing 
service, destined ultimately to spread over the 
whole country, should be established on a regional 
basis. 


InpuSTRIAL HyGIenE AND WELFARE. 


16. The Miners’ Phthisis Act, the Workmen’s 
Compensation Act, the Factories Act, and muni- 
cipal regulations governing offensive trades, etc., 
all point to the evolutionary process which has 
been going on in the Union over the past quarter 
of a century in regard to the procuring of personal 
and non-personal cleanliness, the freedom from 
nuisances likely to injure or endanger the health 
of workers, the safeguarding of limbs against 
moving machinery, the mechanical handling of 
irritants, the securing of adequate light and good 
ventilation in workplaces, and the controlling of 
poisonous gases and noxious dust. The legislation 
is good. The service occasionally breaks down 
through insufficient inspectoral staff to ensure com- 
pliance with the law. In many cases contraven- 
tions are due to lack of knowledge of fundamental 
principles by owners and managers, and the un- 
willingness, neglect, or financial inability of 
business people to come up to a reasonable stan- 
dard. In some-of the undertakings inspected we 
noted with pleasure that the managements had gone 
‘‘ beyond the law’’ and had provided facilities 
which make for the welfare and contentment of 
their employees. In industrial undertakings, not 
so favourably conducted, fatigue and absenteeism 
among the employees are most marked. The health 
of the workers is a prime factor in production. 
Undertakings having their own medical and 
nursing personnel, with first-aid and safety-first 
committees, are being well repaid for the expendi- 
ture incurred. 


CHAPTERS X AND XI. 


The provision of municipal steam laundries and 
washing-places in several areas aids the workers 
- considerably in keeping their clothing clean. One 
of the problems facing industries where objection- 
able liquid wastes have to be disposed of is a multi- 
plicity of sewerage schemes in adjoining areas. A 
good case for regionalising and zoning the country 
for the disposal of sewage in neighbouring local 
authorities has been made. 


RECREATIONAL FACILITIES. FOR THE PROMOTION 
oF HEALTH, 
17. Many authorities have provided their 


citizens with splendid facilities for sport and recre- 
ation, particularly for adults. Some local autho- 
rities have made liberal grants-in-aid in the shape 
of gifts of ground and the loan of money at a low 
rate of interest to sports clubs for recreational 
facilities. There is, however, almost universal lack 
of controlled open-air playgrounds for infants and 
children. From a monetary standpoint recrea- 
tional facilities are costly to provide but they yield 
good dividends in the promotion of health. Modern 
open-air baths are situate in beautiful surround- 
ings and are handsomely fitted up with spray and 
slipper baths. They are provided with special 
purification or filtration plants and water is kept 
at a very high standard of purification and clarity. 
Continuous purification of the water is essential, 
as water in a swimming-bath can become polluted 
in a few hours. A few major local authorities have 
provided swimming baths in several areas. The 
four: large coast towns have provided picturesque 
beaches, promenades, and facilities for surf- 
bathing. Aquatic sports are provided on the Vaal 
River at Vereeniging. ; 


Beautiful landscape and rock gardens in attrac- 
tive surroundings are to be found in several cities 
and some of the smaller local authorities. 
are numerous parks and open spaces, some of which 
provide tennis courts and bowling greens. A few 
parks are provided with gymnasia and equipped for 
the enjoyment of children. Infants and young 
children’s playing-fields should be supervised by 
carefully selected women physical instructresses, if 
the best is to be obtained from the facilities pro- 
vided. 


The outstanding need in every town and village 
play-grounds for toddlers and very young 
The days when pre-school children were 


is 
children. 


expected to be content with playing in back-yards. 


or streets have passed. 


HyGiene or Pusriic BuiLpines. 

18. Some school buildings and a few hospitals 
are very much overcrowded. Were the require- 
ments laid down in the Public Heallth Act applic- 
able to hospitals and schools, the managements 
would be guilty of a contravention of the law. 
Overcrowding hospital wards by sixty to seventy 
per cent. more than is permissible in private 
dwellings is palpably wrong, particularly when it 
is remembered that many patients are in bed for 
twenty-four hours per day, that they usually have a 
lowered vitality and that the air is liable to be 
vitiated from various causes. It is less serious for 
young people who are in school for only a few hours 
per day. | 


The kitchen arrangements of some of the hospitals 
are far from perfect. Washine-up sinks with an 
accumulation of filth -under edges of wooden 
draining-boards are occasionally seen. The 
cleanliness of sinks, brushes, dish-cloths, and uten- 
sils of kitchens and sculleries is/as important as 
cleanliness in the wards. 


19. As the ‘‘ 1899-1902 wer ’’ with its aftermath 
gave an impetus to adequate pure water-supply 
schemes and water-borne sewerage undertakings in 
the major local authorities; and the ‘‘ 1914-1918 
war’? and its aftermath gave an impetus to better 


There . 
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health. 


sanitation and housing conditions in the larger 
centres, may not the *‘ 1939-1944 war’’ and its 
aftermath become the third pivotal point of the 
twentieth century by providing financial, legisla- 
tive and administrative machinery so that ail 
sections of the community can. enjoy full citizen 
rights in the promotion and safeguarding of their 
If that end is to be achieved, the six 
hundred local authorities must cease to look upon 
themselves as so many separate entities. People 
living im areas where there are no elected local 
authorities must be protected. Machinery some- 
what along the lines of Sections 41. and 42 of the 
present- Public Health Act should be introduced to 
deal with grossly insanitary areas and plague spots, 
irrespective of whether they are under the juris- 
diction of a statutory locall authority or not. If 
the community is too weak financially to meet the 
charges for such health protective measures as pure 
water and reasonable sanitation, then a portion, if 
not the whole cost of providing the services should 
fall on the Province and/or the Union. The 
Health Ministry should have its hands considerably 
strenethened by providing it with greater authority 
over the environmental health services of the whole 
Union. , ies 


| CHAPTER XI. 
PHYSICAL AND HEALTH EDUCATION. 








PuysicaL EpuUcATION. 


1. Apart from its cultural value as a means of 
recreation and self-expression, physical education 
is of great value to the development and mainte- 
nance of health both physical and mental. It pro- 


motes the adoption of correct posture and brings 


about efficiency of all the functions relating to the 
neuromuscular and circulatery systems. A warning 
should be issued against forcing physical educa- 
tion upon those who are mal-nourished, a very real 
risk in South Africa to-day. Mention must also 
be made.of the need for subordinating the physical 
to the mental and spiritual values in human life. 
Physical education should commence as soon as 
purposeful movements are possible and it should 
be maintained throughout life. All too often 
physical activity is neglected by those who are 
most in need of it, namely the middle-aged. __ 


2. There is no specific legislation in respect of 
physical education but the phrase “‘ to promote the 
public health ’’? which appears in Sections 3 and 10 


. of the Public Health Act may be held adequately 


using its influence to secure appropriate equipment 


to cover any expenditure by the Departnient of 
Public Health and local authorities respectively on 
this service. In practice, however, the provision 
of services has been regarded as a function of the 
educational rather than the health authorities. The 
National Advisory Council for Physical Education 
is under the supervision of the Union Department 
of Education. Before the war a valuable experi- 
ment in physical education was carried out through 
the well-known Special Service Battalion, under 
the aegis of the Department of Defence; and this 
is being continued under the new name. of 
Physical Training Battalion. Physical training in 
the schools is regarded as a part of the general 
education curriculum administered by the Provin- 
cial Education Departments. : . 


3. At the national level considerable activity has 
been displayed by the National Council referred to 
above. It has encouraged provision for the train- 
ing of specialist teachers at the University of 
Stellenbosch and at several technical colleges; it 
has projected_a series of illustrated text books of 
which two volumes have already appeared; and it 
publishes a periodical devoted to the subject. It is 












for physical education in schools, and under certain 
circumstances, may make grants-in-aid towards. 
such provision. 


4, There can be little doubt that, thanks largely 
to this stimulus and assistance, the standards and 
the volume of work in the field of physical educa- 
tion are steadily rising. The handling of the sub- 
ject in the schools is becoming more scientific and 
ij the same time the interest of both pupils and 
eachers is being stirred by the new methods of 
pproach sponsored by the National Council. 






) 5. Physical education among aduits had made a 
beginning before the war, again owing to an initial 
stimulus from the National Council, and plans were 
being developed for the formation -of classes 
through joint efforts of local authorities and tech- 
nical colleges. Most of these plans are in abeyance 
owing to the war, but some of the technical colleges 
do provide classes open to the general public in 
addition to their more specialised work in the train- 
ing of teachers. 


) 6. Mention should be made of the entirely un- 
oficial activities: of. self-advertising ‘‘ Specialists ”’ 
in health culture, who make use of various kinds 
of physical exercise. Many of them conduct their 
courses by means of correspondence. Among these 
persons there is a number who are no doubt sincere 
Bat probably a greater number are mere charlatans. 


7. On the scientific plane very interesting 
evidence under the heading ‘‘ Industrial Medicine 
and Manpower Research ’’ was given in Johannes- 
burg. While the theme of much of this evidence 
was the increase of physical fitness with a view to 
increased industrial productivity, a place of honour 
was given to the dictum that ‘‘ the object of educa- 
tion is not to enable a man to earn his living, but 
to achieve a life worth living ’’.. 


8. As indicated above, a good beginning has 
been made and progress promises to be considerable. 
The results achieved through the Special Service 
Battalion and its successor, indicate how valuable 
an auxiliary physical education may be in the pro- 
motion of health. Investment in teacher-training, 
equipment, and the production of authoritative 
text books relating to this service, will undoubtedly 
give good returns in increased health and economic 
efiiciency, as well as a good return in the sphere 
of pure sociology. | 
ae Generat HeattH Epvucarion. 

(9. There are three periods in the general health 
education of the citizen. First comes the pre- 
school stage during which the growing child should 
be trained in health habits by his parents, and by 
those in charge of créches and nursery schools. 
This pre-supposes sound knowledge on health 
topics among parents, who themselves may require 
suitable teaching particularly at infant: welfare 
clinics, and among the attendants at the institu- 





very complete instruction in regard to personal 
health requirements. : 


Bier 

— 10. Then comes the school period, during which 
health habit formation should continue to be incul- 
cated and instruction given in the scientific bases 
of the practices advocated. Here is a splendid field 
for the exploitation of the modern methods of 
visual education, through appropriate films in the 
classroom. The subject may be linked with pure 
‘science, with geography, with history and with 
‘Civics, to show how man has acquired mastery over 
‘his environment in regard to the prevention of 
disease. The child of to-day is the citizen of to- 


‘morrow, and nothing can do more to advance the 
health of the public than to give to children an 
intelligent appreciation of the factors which either 
‘hinder or advance it. 

Il. Finally, health education should be brought 


to adults to enable them to make good the 














it was not deficient, to enable them to Keep pace 
“ bi ‘g ‘ 


‘deficiencies of their health education, and, even if - 


oo 


eon named, whose training should always include 


tioned above. 
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with the many new discoveries bearing on health, 
and to steer clear of fads and cults based upon 
exploitation of these discoveries by those who only 
partially understand them. 


12. It is of course important that health educa- 
tion should arouse and satisty an interest in 
health, not in disease per se. Much will depend 
upon the approach to the subject and the emphasis 
of the teaching, otherwise there is a danger of. 
stimulating valetudinarianism. It is for this reason 
that effective health teaching requires the, combined 
knowledge of the medical man and the trained 
pedagogue. 


13. There is no specific legislation relating to 
health education other than the prohibition, con- 
tained in Section 65 of the Public Health Act, 
against the publication of advertisements, intended 
to attract lay persons, for the cure of venereal 
disease or affections of the generative organs. 


14. The phrase ‘‘ to:promote the public health ”’, | 
appearing in Sections 3 and 10 of the Public 
Health Act, authorises the health educational 
activities of the central and local health authorities. 
Provision is made on the annual estimates of the 
Department of Public Health for expenditure on 
health education, mainly in the form of a subsidy 
to the South African Red Cross Society; and most 
of the large local authorities spend a portion of 
their public health vote on health educational 
services, chiefly health weel& and the production 
of printed propaganda. There is no public 
authority which employs personnel in a whole- 
time capacity to undertake health education, but 
the South African Red Cross Society does so. 


15. Health educational material—periodicals, 
textbooks, pamphlets, leaflets, posters, and films—is_, 
produced by a great variety of agencies in the . 
Union itself, in addition to which much material 
is imported from overseas. Mention must be made 
of a periodical produced in the Union which is 
devoted to general health education. This is the 
quarterly Health Society Magazine published—in 
English, Xosa, and Sesuto—by the South African 
Health Society. It has appeared for many years 
and has maintained a very high standard. It 
receives a small subsidy from the Department of 
Public Health, and circulates widely among Native 
school teachers. The South African National 
Gouncil for Child Welfare publishes a useful 
journal, restricted, however, to its particular 
sphere of interest. A former Secretary for Public 
Health has produced a textbook which is avowedly 
intended for the general as well as the specialist: 
reader, and may be regarded as the standard work 
on its subject. There are several small textbooks 
of hygiene intended for South African schools, 
some of them in Native languages. The Depart- 
ment of Public Health issues pamphlets covering 
mainly the field of infectious diseases, including 
bilharzia and malaria. Some local authorities issue 
leaflets and even booklets dealing with various 
public health topics. Shortly before the war the 
Department of Public Health delegated to the 
National Committee for Health Education, a com- 
mittee of the South African Red Cross Society, 
the duty of producing official literature for health 
education purposes, and makes an annual grant 
of £5,000 to the Red Cross Society for this pur- 
pose. Unfortunately the war has delayed the full 
implementation of the production programme 
drawn up by the Committee, but already there have 
appeared many posters, pamphlets and leaflets, and 
others are in course of preparation. Several health 
films have been produced in the country. The 
first was ‘‘ The Two Brothers ’’, produced by the 
National Committee as part of the programme men- 
This film was designed to impress 
upon Natives in urban areas the importance of 
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early and prolonged treatment of venereal disease. 
The Department of Public. Health itself produced 
a malaria film, and the National Committee has 
produced another film, again intended for Natives, 
on nutrition. 


16. It is easier to produce material than it is 
to ensure its effective utilisation. The survey of 


activities in this field will follow the sequence | 


given in paragraphs 9 ‘to 11 above. Excellent 
work is being done by health visitors and nurses 
working in the maternity and 
services—particularly infant clinics and district 
nursing—throughout the country and among all 
racial groups. This work undoubtedly -has contri- 
buted largely to the decline in infant mortality 
recorded elsewhere in this survey. These services, 
however, have been developed mainly in the large 
towns, although there are several very good rural 
district nursing services; but the majority of the 


population is still untouched by them, particularly’ 


- in the Native areas. Créches and nursery schools are 
more often conducted by voluntary than by official 
workers, so that there is no guarantee that the 
opportunities for health education will always be 
used to the best advantage. In practice, however, 
thanks to the enthusiasm of the voluntary workers 
and their willingness to profit from technical 
advice given to them through various channels, 
the general standard in this regard 3 high. 


17. Hygiene has for many years been a school | 


“subject ’’, although it rarely counts for 
“marks ’? when promotions are being considered, 
and may, therefore, suffer neglect from both 
teachers and scholars. Much depends: upon the 
teacher, If he is keen on the subject, he now has 
at his command many aids, among which special 
mention may be made of the series of well 
illustrated Notes for Teachers now being issued by 
the Transvaal Branch of the Red Cross Society. 
Mention should also be made of the increasing 
number of films, imported from overseas, on health 
subjects for children. The Film Division of the 
Union Department of Education carries a large 
stock of those films, and makes them available, on 
very easy terms, to schools throughout the country. 
A highly specialised form of health education is 
the treatment, in camps, of bilharziasis among 
school children, under the auspices of the Trans- 
vaal Bilharzia Committee. 
strations and explanations of the mode of infection 
and how to avoid it, are given. The malaria 
organization under Dr. S. Annecke in the Trans- 
vaal Lowveld has for many years conducted special 
courses for teachers and farmers at Tzaneen, and 
the lessons there learned have been taken back 
to school and farms throughout the Province. 


18. The adult population is not organized into 
groups which are as easily accessible as school 
classes and teachers’ training classes, but it is very 
interested in health questions. The interest tends 
to be spasmodic, and directed rather towards the 
dodging of specific diseases than towards the steady 
practice of health habits which are the best security 
against infection in general, and against the 


child welfare. 


At these camps demon-, 
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little doubt that they are of value in creating an 
interest; and it is surely for the authorities which 
have provoked the initial interest, to see that it is 
sustained, through a steady follow-up. The Pretoria 
Municipal Health Department has shown one way 
in which this may be done, by the use of attractive 
coloured posters prominently displayed in the 
streets of the city. The Transvaal branch of the 
South African Red Cross Society has, for several 
years past, employed a trained health lecturer with 
a mobile van suitably equipped, to tour the small 
towns and villages and there to undertake, in co- 
éperation with local agencies, health propaganda. 
Mention should also be made of the health educa- 
tional work of the officers of the Home Extension 
Services of the Department of Agriculture. The 
Railway Administration has also a health organiza- 
tion which, in addition to executive control of 
sanitary services on the railways, undertakes such 
health propaganda and educational work among 
railway employees, particularly in,rural areas. In 
Native rural areas missionaries, and especially 
medical missionaries, devote much attention to 
health education, which, against a background of 
almost universal lack of general education, is 
indeed an uphill task. The recently established 
Native Health Units and the Fordsburg Clinic are 
specialising in this method of approach to health 
needs among the under-privileged groups. Almost 
all the voluntary organizations which are interested 
in health and social questions undertake health 
propaganda as an integral part of their activities. 
For example, the South African National Council 
for the Blind takes considerable interest in the 
prevention of. blindness, and was indirectly 
responsible for provision, on the vote of the Depart- 
ment of Public Health, for the prevention of blind- 
ness, a service which obviously should include 
health education as one of its activities. The 
constituent Vroueverenigings of the Federale Vroue- 
raad have special committees such as the Suid- 
Afrikaanse Vroue Federasie Sentrale Studiekomi- 
tee, established in 1934, for the specific purpose of 
health education, Papers written by medical men 
and other authorities dealing with current health 
problems are sent to branches in the remotest parts 
of the Union. . zi 


19. The general impression produced is that, 


while there is much activity in the field of health 


education, it is not controlled and coérdinated by 


_ authorities competent to distinguish what is sound - 


degenerative diseases which menace the middle- ~ 


aged adult. And the interest tends also to be 
exploited, for motives of pecuniary gain, by quacks 
of all kinds as well as by honest but ill-informed 
cranks, The best antidote to such exploitation is 
of course the provision of sound health educational 


services, and the public health authorities are_ 


endeavouring to make such provision. Health 
education may conveniently be associated with 
almost any kind of health service——such as infant 
clinics—and it may also be made the object of 
special efforts such as the Health Weeks organized 
by local authorities, and occasionally, as in the 
Orange Free State during 1942, by voluntary 
_ agencies. 
has been questioned by some; but there can be 


The value of these intermittent efforts . 


from what is unintentionally, or even intentionally, 
misleading. There is overlapping of effort in some 
directions, and there are important gaps in others. 
There is confusion, on some subjects at any rate, 
in the minds of the public as to what they should 
believe of the varied. counsels offered them. The 
plea here is hot that methods of presentation should 
be standardised, but that the content of health 
education should be determined by the health 
authorities and set down clearly. . 


20. It is suggested that the National Committee, 
which at present is only a voluntary organization, 
should be raised to the status of the Nutrition and 
Physical Education National Councils, and given 
a full-time secretariat within the Department of 
Health. The production of authoritative basic 
information should be speeded up,.and an official 
periodical published which would include informa-_ 
tion on nutrition as well as on general health | 
matters. 


Voluntary organizations such as the South Afri- 
can Red Cross Society through its branches, the. 
St. John Ambulance Association, the various A@ri- 
cultural Societies, the Provincial constituent bodies 
of the Federale Vroueraad, and other organizations — 
who come into contact with the people, should all 
be encouraged to be media for the distribution of 
health educative material. 


21. Arrangements should be made for practi- 
fioners, health visitors and health inspectors—per- 
sons with first-hand knowledge of health matters— 
fo take a greater share in practical health educa- 
tion, particularly in the schools, where at present 
it is in the hands of teachers who, however enthu- 
jastic, have only a second-hand knowledge of the 
ubject. More use should be made of health films, 
and more films should be produced which, like the 
malaria film, have a South African background. 
There is also a need for health museums in schools, 
illustrating hygiene and sanitation in relation to 
South African conditions. 


«22. Adult health education should be organized, 
through the technical colleges and the local authori- 
ties, on the basis of well-illustrated and stimulating 
lectures by experts, with opportunities for discus- 
sion afterwards. Use should be made of broad- 
casting, a channel of education in health matters 
which has been singularly neglected. 


P 23. Special attention should be paid to the needs 
of the non-European groups, taking into account 
their special customs, psychology, material circum- 
stances, and so on. Progress will undoubtedly 
follow, as it has already followed, the ad hoc 
training and employment of health assistants, as 
advocated by nearly all those who have special 
experience in this field. 


24. The National Council for Mental Hygiene 
made an able plea for the integration of mental 
hygiene with general health education, and urged 
the multiplication of Child Guidance clinics, of 
which there are already several successful examples, 
and the development of vocational guidance and 
aptitude testing for the prevention of psychological 
and sociological maladjustments later in life. This 
plea is strongly supported by us. 


25. Broadly speaking, health education has a 
part to play in the promotion and maintenance of 
health, among all sections of the people, which 
still awaits full development. The effect 
ignorance as a cause of ill health was stressed by 
witness after witness. Dr. G. W. Gale, on the 
basis of a considerable experience 1n both rural and 
urban areas, went so far as to say that ignorance 
was a close rival to, if it did not actually exceed, 
poverty as a cause of disease among the Native 

population. It seems clear from what was said by 
all these witnesses, that health education can no 
longer be left to voluntary and largely amateur 

effort, or even to the multiple local authorities act- 

ing individually, but must become an integral part 
of health services organized nationally and fully 
coordinated among themselves. Indeed, — the 
ational Health Service of the future should 
become the vehicle of health teaching by the entire 
echnical personnel of the service, including a few 
tho should be specially trained for this work. 


| CHAPTER | XII. 


si PERSONAL PREVENTIVE HEALTH 
, SERVICES. 


f 1 Retin. the definition in Chapter 3, Per- 
sonal Preventive Health Services are based on the 
mily as the unit, with periodic medical examina- 
ons as the main or principal method. The objec- 
ives of these services are :— 

(i) to promote positive health through advice 
_ as to vacation, personal hygiene, diet, ‘sleep and 
nT ecreation; 














eels of certain ‘proups—e. a 
dren, industrial workers, etc., 


at clinics open to al led 
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citizens, with whom the initiative thus rests to 
attend them. 


The services from conception to death include 


the following :— 
(a) Ante-natal and post-natal clinics; 


(b) Infant welfare clinics and immunisation 
services ; 


(c) (acre : 


(d) Pre-school child clinics (nursery schools); — 


(e) Child guidance clinics; 


(f) School health services—physical and health 
education ; 


(g) Medical examination of apprentices, etc., 
by— 
(1) physical, and 
(11) aptitude tests; 
(h) Workers’ health services—mines, factories, 
etc. :— 


(i) periodic medical examinations; 
(11) nutritional ; 
(111) physical na health ication eG 


(7) Routine medical examination of all other 
adult groups at prescribed intervals. 


2. These services exist only in a rudimentary 
form in the Union to-day. As people will not pay 
for them privately, they have come into being only 
in large urban areas where, usually under the 
stimulus of a progressive Medical Officer of Health, 
the local authority provides them at public ex- 
pense. The public as a whole seldom takes full 
advantage of them on account of the supposed 
stigma of charity. Services are not only very 
incomplete, but those which do exist do not form 
part of a pre-determined national plan. It is in 
connection with these services that there exists in 
this country an almost indescribable welter of 
agencies and authorities, public and private: local 
authorities undertake ante-natal, post-natal and 
infant welfare clinics; private enthusiasts (with 


_ oceasional scanty dauigtante from the authorities) 


conduct créches and nursery schools: school medi- 
cal inspection is the responsibility of Provincial 
Administrations and is incompletely linked with 
remedial services: periodic medical examinations 
have hardly been introduced anywhere: dental 
services are nobody’s responsibility, but are to a 
limited extent provided in connection with school 
remedial services: health education 1s carried out 
by the South African Red Cross Society, assisted 
by a grant from the Public Health Department, 
and various local authorities. The same confusion 
of responsibility is manifest in relation to other 
services belonging to this group. It is obvious that 
no progress, can ‘be made in connection with this 
verv important group of preventive health services 
if they are to be left to the varying energies and 
differing enthusiasms of private agencies, local 
authorities, various departments of State, ete. To 
continue the present arrangement would be to pro- 
long the legal and administrative difficulties which 
are constantly arising in connection with the 
responsibility of any particular authority with 
regard to them. If these services are to be provided 
on a nation-wide basis they will have to be planned 


as a part of a national organization—administra- fy 
4/ 


tive, legal and financial. 


3. It has already been indicated that although 
they are under no statutory obligation to do so 
(except perhaps from a broad interpretation of their 
general duties under Section 10 of the Public 
. Health Act—to safeguard and promote the public 


! i inealth), a number of local authorities have estab- 
lished maternity and child welfare services, various 
ae, clinics, home visiting by health visitors and nurses, 
mand, in some cases, domiciliary midwifery services. 
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4. A few large towns have also established com- 
prehensive services in Native locations. These are 
usually financed in part at least from the proceeds 
of a special health rate included in the composite 
rental for municipally-owned houses, or from the 
Native Revenue Account generally. 


Periopic Mrepican EXAMINATION. 


5. The rational basis of modern health services 
is the periodic medical examination. The purpose 
of such an examination is not so much the detec- 
tion of established latent disease as the assessment 
of physiological efficiency. Similarly, the deficien- 
cies and errors detected fall to be remedied, less by 
the elaborate and costly techniques of curative 
medicine carried out by doctors and other highly- 
trained personnel than by the change of his per- 
sonal habits (dietetic, recreational, conditions of 
work, etc.) by the individual himself, in accordance 
with the advice given him. Periodic medical 
examination must, therefore, be linked very closely 
with health education—indeed, the advice given as 
the result of such examination is itself one of the 
most important factors in modern health education. 


6. The examinations must be carried out by per- 
sonnel as familiar with the signs of health as with 
those of ill health. If this is to be achieved, there 
may have to come about a shifting of emphasis in 
medical education from predominantly curative to 
predominantly promotive and preventive tech- 
niques. The special techniques of examination 
are— 


(i) tests of physiological efficiency of various 
organs and systems; 


(ii) examination of skin and mucosae for early 
signs of malnutrition; 


(111) biochemical al serological Aaa of 
Hand! urine, etc. 


7. It is essential that proper record-keeping be 
established in connection with these examinations. 
These are essential in order to avoid unnecessary 
repetition of certain examinations, to serve as a 
basis for evaluation of individual health progress 
and for the purpose of surveys aimed at evaluation 
of community progress in health. It should be 
emphasized that, just as trained laboratory tech- 
nicians are necessary for biochemical examinations, 
so are specially-trained clerks necessary for record- 
keeping. 


8. Whilst there is divergence of opinion as to the: 
frequency with which these examinations should . 


be carried out, the following comments may be 
taken as a ouide :— 
(i) Attendance at ante-natal clinics should 
commence not later than the third month of 
pregnancy, and be renewed at monthly intervals. 


(11) There should be weekly or fortnightly 
attendance: at infant welfare and_ post-natal 
clinics, which might be combined. At such 
clinics vaccination and immunisation against 
diphtheria should be compulsory. 


(111) Attendance at pre-school clinics should be 
at intervals of a month during the second year 
of life, and at three- or six-monthly intervals 
thereafter. 


(iv) Attendance at school children’s clinics 
should be at least once a year. 

(v) Up to the age of twenty-five, the periodic 
medical examination of adults and adolescents 
should be undertaken at least every two years, 
and thereafter at least every fwwe years, special 
attention being paid to those who are about to 
change their ‘occupation—e.g. ., from school or 
college to workshop, or from one industry to 
another, in order to make sure that they are 
physically capable of adjusting themselves satis- 
_factorily to the new environment. . 


Tur Famity Basis. 


9. Inasmuch as the practical benefits of periodic 
medical examination depend mainly upon the 


‘reform in health habits of the individual wherever 


necessary, it is preferable that, during infant and 
school life at least, the examination should be made 
when one or both parents are present to profit by 
the advice given, followed by a demonstration to 
them of the defects detected in their children. 


10. At this point may be interposed a few 
remarks as to the group organization of these 
clinics. There is a very strong tendency to 


organize human beings into groups not based upon 


the family, and to link the organization of social 
services with those groups instead of with the 
family. We cannot escape from the necessity of 
grouping children for educational purposes, and 
workers for productive purposes. But there is no 
reason why we should adhere to this grouping in 
the organization of routine medical examinations, 
particularly in the case of children, for whom the 
home environment in relation to nutrition and 
health habit formation is more/important than that 
of the school itself. In other words, the plan of 
associating routine medical examinations with the 
school, the factory and so on, is not as sound as 
that of. bringing the family to the Health Centre. 
This was one of the master ideas of the Peckham 
Health Centre in England, and it is one which 
should appeal strongly to all who believe in the 
fundamental importance of the family unit. In 
practice, it would mean that the parents would be 
present at the examination of their children and 
could discuss the findings with the doctor instead 
of receiving a ney written intimation, as at 
present. 


11. General features of the clinic services would 
nee 


(i) The intervals bated the successive Sa. 
ances at any of the clinics could be varied at the 
discretion of the medical staff, and individuals 
could of their own initiative attend at more fre- 
quent intervals than those stated. 


(ii) All routine medical ’’ 
would include dental examination. 


(i111) Venereal diseases services would be inte- 
grated with the activities of the several clinics— 
there would be no separate stigmatising clinics: 
thus ante-natal syphilis would be treated at ante- 
natal ‘clinics, congenital at infant and pre-school 

- clinics (congenital syphilis should have : been 
cured long before reaching school age!), and 
syphilis of adults and adolescente at the poly- 
clinics. 


(iv) Tuberculosis services would likewise be 
integrated with the activities of all clinics. 
Radiological examinations of chests would be 
made a matter of routine. 


(v) Statistical records of all examinations 
would be kept and analysed by the Division of 
Statistics in the National Health Service, thus 
furnishing information vital to the formulation 
of short- and long-term policy. 


ce 


examinations 


12. The aim of the diagnostic services is not 
simply to discover health deficiencies but, by dis- 
cussion and codperation with the affected indivi- 
duals or their parents, to discover how and why 
they have come about, and forthwith to link up 
with the appropriate remedial agency or agencies. 


ANTE-NATAL AND Post-NatTaL CLINICs. 


13. The organization of ante-natal and post-natal 
clinics has been undertaken by a number of the 
more progressive local authorities. Advice is given 
free to the expectant mother, and when any abnor-. 
mality is discovered, she is referred to the proper 
quarter for treatment and observation. Under 
present circumstances this causes inconvenience 


Tae 











and unnecessary loss of time, to the annoyance of 
the patient, who is the victim of the present lack 
of integration of preventive and curative health 
services. Advice is also given as to diet, habits, 
clothing, etc., with a view to maintaining the 
ealth and well-being not only of the mother but 
also of the unborn child. 


_ 14. In the post-natal period, the mother comes 
to the clinic for advice regarding the feeding and 
are of herself and infant. Minor maladies 
common to infants are sometimes treated, more or 
less unofficially, for these clini¢s are supposed to be 
purely preventive. If this rule is strictly adhered 
to and sick infants referred to the curative care of 
the District Surgeon, public hospital or private 
practitioner, the mother again becomes the victim 
of a purely artificial administrative differentiation 
between branches of what should be one and the 
same service. An important function of post-natal 
clinics is—or should be—to give advice regarding 
Family spacing and the best means of bringing this 
about. In many cases nurses trained in mother- 
eraft and infant nursing are attached to the clinics, 
and in a few cases home visits are undertaken. 
‘Most of the clinics are conducted in conjunction 
with a maternity service, and several hospitals 
therefore also provide them. Because of the high 
incidence of syphilis amongst Natives, a _ close 
relationship has in many cases developed between 
the ante-natal clinic and the venereal diseases clinic. 
Attention must be drawn to the pioneer work being 
done in the Johannesburg Coronation Dental In- 
firmary, where a special ante-natal dental. clinic 
has been organized and is doing splendid work. 
Its activities have, however, been confined mainly 
to persons belonging to the lower income groups. 


15. These clinics play an important part in the 
health of the community, and the infantile mor- 
tality figures for any country are an inverse indica- 
tion of the presence and activity of such clinics. 


16. In the Union, practically the entire finan- 
cial responsibility falls upon the local authority, as 
the services are not fully or directly sponsored by 
the Department-of Public Health or the Provincial 
Administrations. In the larger urban areas, and 
a few of the others in which clinics exist, the local 
authority bears the cost. In Cape Town and 
‘Durban specially appointed female medical officers 
‘are in charge of a number. of such clinics. In 


‘some rural areas and some small urban areas, a 


‘clinic is conducted by one or other voluntary 
organization, which may or may not receive a 
“meagre grant from the Provincial Administration 
and/or the Department of Public Health, but very 
few specially trained nurses are available, and a 
‘medical officer is either not in attendance, or only 
attends in an honorary capacity for a short period 
t stated times. 


fe Inrant WELFARE CLINICS. 


‘17. The period of a child’s life after the first six 
‘months is very precarious. 
‘goes gradually the change in feeding habits from 
‘suckling to normal adult diet and this is accom- 
‘panied by many dangers. The closest supervision 
$ necessary to ensure that the feeding which is 
mstituted to supplant mother’s milk is correct, and 
nost mothers require a great deal of advice and 
nstruction in this connection. In the ideal state 
there must be continuous supervision of the health 
‘of the child at regular intervals. Most infants are 
‘susceptible to various infectious diseases, and it is 
‘during this period also that immunisation, where 
it is possible, can best be applied. All infants 
should be tested as to their susceptibility to diph- 
theria and scarlet fever and, where necessary, 
immunised. 





















ie) 18. Many local authorities have either them- 


‘selves instituted clinics for infant welfare or have 
‘subsidised these when established by voluntary 





The infant now under- 
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effort. The Department of Public Health also hasa - 
special section for maternal and child welfare with 
a woman medical officer at its head, and this 
section has been doing excellent work. Infant 
welfare clinics exist in many local authority areas, 
and for all sections of the community. The 
numerous societies for child welfare scattered all 
over the country have done wonderful work in this 
connection, and the National Council for Child 
Welfare receives official recognition in the form of 
financial assistance from the Department of Public 
Health for the training of teachers in mothercraft. 
This Council codrdinates the activities of its con- 
stituent Societies and assists in the establishment 
of new clinics by supplying a specially-trained 
nurse to inaugurate the-clinic and to supervise it 
until it is functioning properly. 


19. While there can be no doubt that excellent 
work is being performed, it must be pointed out 
that there is still not sufficient codrdination with 
the nutritional services, and there is no guarantee 
that sufficient curative services are available to 
ensure the correction of errors found during 
infancy. <A large section of the population in the 
country and in the Native areas is without such 
service altogether. The immunisation of children 
against diphtheria is incomplete, and we are of 
opinion that such immunisation should be equally 
compulsory with that against smallpox. 


CrEcHES: snp Nursery ScHoot.s. 


20. In practically all the large urban areas in 
the Union provision is made for the medical care 
of children up to the age of two years. When the 
child reaches school-going age, he is sent to school, 
where there are facilities for medical inspection. 
From the health point of view, the age period 
between two and seven years is very important. 
During this period everything should be done to 
safeguard the health and to form the character of 
the child. Although there is definite need for 
skilled care of all children between the ages of two 
and seven years, no adequately organized machinery 
for this purpose exists. To bridge this gap two 
institutions have come into being—the Créche and 
the Nursery School. 


21. The Créche is an institution for the care, by 
the day, of young children who, for economic or 
social reasons, cannot receive ordinary home care. 
Its function 1s primarily custodial; it provides a 
substitute for home care and is conducted on an all- 
day programme. Créches receive a subsidy from 
the Department of Social Welfare on the pound 
for pound basis up to a maximum of one shilling 
per child per day. This subsidy is strictly confined 
to the children of bona fide working mothers. 


22. The Nursery School is an off-shoot of the 
modern conception of education. Its approach is 
educational rather than custodial, and it emphasizes 
the importance. of providing the best environment 
In early years the child needs much 
personal attention, not only physically but also 
to ensure his happiness in order that his mental 
and social development may be normal. It is 
claimed that the Nursery School exercises a most 
valuable and permanent influence on the develop- 
ment of young children. It supplements'the home 
and is not to be regarded as a substitute. Unlike 
the ‘‘ kindergarten ’’, it does not provide formal 
scholastic instruction. 


23. The nursery school movement is a compara- | 
tively new development in South Africa, and it 
is largely due to the international activities of the 
New Education Fellowship that most countries have 
been kept informed. At the conference of the New. 
Education Fellowship held in South Africa in 1934, 
a Pre-school’ Child’ Committee was formed, which in. 
1939 was constituted a National Association of 
Nursery Schools. One of the main functions of the | 
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Executive of this body, which has been recognised 
by the Union Education Department for the pur- 
pose, is to certify, after due examination, which 
schools comply with the standards required of 
nursery schools. Upon certification a nursery 
- school becomes eligible for a Government grant. 


| 24. No State authority in South Africa is 
responsible for the pre-school child, and most of 
‘the Nursery Schools have been established by 
voluntary effort. When financial assistance -is 
sought by such voluntary bodies, the question arises 
as to whether the Department of Education, Social 
Welfare or Public Health is responsible. In 1941 
the sum of £2,000 was voted by Parliament under 
the Education Vote for the subsidy of nursery 
schools. It was to be divided among the four Pro- 
vinces on condition that the Provincial Administra- 
tion provide an equal amount to a maximum of 
£3 per child per year. Since 1935 the Transvaal 
Administration had been subsidising a limited 
number of nursery schools at the maximum rate of 
£3 per child per annum; on the first distribution, 
therefore, the Transvaal received £1,500 of the 
£2,000. The Orange Free State received £500 
because that Administration paid the salary of four 
nursery school teachers for -.under-privileged 
European children. . 


25. The Cape’ Province has recently passed an 
ordinance to enable the Administration to subsidise 
nursery schools and the intention is to do so in the 
case of some 300 children. The~Natal Provincial 
Administration gives no assistance to nursery 
schools. Unless the amount made available by 
Parliament is increased, the grant will have to be 
re-allotted and the Transvaal and the Orange Free 
State will receive less than in the past. Any 
increase in the number of approved nursery schools 
or children in such schools will correspondingly 
diminish the subsidy per child. 


26. It is estimated that there are 210,000 
European pre-school children in the Union, and 
the Nursery School Association states that the cost 
of conducting a nursery school is at least £20 per 
child per annum, without a midday meal. 


27. A few municipalities in the Union are con- 
ducting or subsidising nursery schools, as part of 
‘their child welfare services. They, the local 
authorities, are not themselves subsidised for this 
purpose. 


28. The view of other municipalities is expressed 
in the following resolution passed at a recent 
meeting of the United Municipal Executive of 
South Africa :— 


‘‘ That whatever financial burdens may be 
entailed in the furtherance of the activities of the 
Nursery School Association, in the opinion of 
the United Municipal Executive of South Africa 
such burdens should be borne by the National or 
Provincial Governments ’’. 


29. With reference to the four-year period which 
is specially critical in the life of the child from a 
physical point of view, in that it is a time of very 
rapid growth and of the greatest sensitivity to 
infections, many of which leave their mark for 
life, Sir George Newman, late Chief Medical 
Officer to the Ministry of Health, Great Britain, 
states the following :— 


‘‘ There are those (ailments) dependent upon 
faulty nutrition leading to some degree of mal- 
nutrition, or deficiency condition, lack of vigour, 
impairment of size and weight, anaemia and 
pallor, skin affections, external #¢ye disease, and 
rickets; secondly, ailments dependent upon 
infective processes, such as ear disease following 
measles, or scarlet fever, tuberculosis, 
rheumatism and dental disease. A third group is 
uncleanliness and forms of skin disease dependent 
upon unhealthy domestic surroundings. A com- 
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bination of these three causes may result in the 
characteristic catarrhal, glandular and 
alimentary conditions of children, including 
enlarged tonsils and adenoidal growths and 
bronchial or digestive disturbances. Lastly, to 
this catalogue of the commoner ailments and 
defects must be added a large and indefinite 
group of nervous conditions, affecting the sense 
organs or even the whole nervous system of the 
child, due to the stresses and strains of life.”’ 


30. It is self-evident that the ailments referred 
to above, which are not confined to any one section 
of the population, are largely preventable. I+ has 
been pointed out in evidence that, of school 
children examined, 50-75 per cent. are found to 
suffer from some defect, and that 90 per cent. of 
these defects can be remedied. As the nursery 
school would, give an opportunity for. regular 
medical inspection, it might be a means of pre- 
venting or eliminating many of these defects before 
the child enters school., . - 


31. The main recommendations of the Nursery 
School Association of South Africa are as 
follows :— 


‘“(1) That, in view of its vital social and 
educational importance, all pre-school child care 
should at the earliest possible opportunity be 
assumed as a normal function of either the muni- 
cipalities or the Provincial or Union Govern- 
ment, for all social and economic classes, and all 
races, both European and non-European. 


(2) That, until such time as this is practicable, 
all work for pre-school children, and more 
particularly that undertaken by voluntary private 
enterprise, be adequately. subsidised so as to 
enable the minimum essential quality of service 
to be offered, and to relieve voluntary bodies of 
their existing inordinate burden. 


. (3) That, in the meantime, one Union Govern- 
ment Department be designated and held 
responsible for the subsidisation of all such 
activities, either directly or through the Provin- 
cial Administrations, and to that end be provided 
with the necessary funds by Parliament, and that 
such funds be available for children of all social 
and economic groups, as is the case in respect of 
Union subsidy for ordinary education.” 


, 


r 
MepicaL INSPECTION OF SCHOOLS. 


32. The educational authorities regard school 
medical inspection as an important educational 
function. It can bring about improvément not 
merely in the children’s health, but also in the out- 
look and conception of responsibility of parents. 
It can thus be regarded as a means of education 
for the parents. They are, therefore, notified when 
a medical inspection will take place, and are invited — 
to be present. It is argued that much educative 
and preventive work can be done if the medical 
inspector can discuss the child with the parent. 


33. The system of medical inspection of school 
children in the Union is far from uniform. 
Initially, the only important function was to dis- | 
cover. defects in relation to classification and 
educability ; but in response to a strong movement 
from the side of parents, each. Province has 
attempted some measure of treatment, clinic 
service, hygiene instruction and hygienic super- 
vision of premises. Usually the treatment and 
preventive measures are very limited. 


Cape Province. 
34. The medical service of the Cape Provincial 
Education Department consists of the medical 
inspection of school children and the treatment of 
indigent school children found to be suffering from 
certain defects.. The staff consists of 1 Chief. 


fedical Inspector, 6 Medical Inspectors, 1 Chief 
chool Nurse and 19 School Nurses. Their functions 
re:— 

(i) to examine school children medically ; 


(ii) to ensure that the necessary treatment is 
provided, and to control the medical treatment 
scheme of the Department; 


_ (iii) to advise parents on matters of hygiene 
and diet; 

(iv) to give lectures on hygiene, mothercraft 
and home nursing ; 


(v) to ensure that physically- and mentally- 
handicapped children, such as the deaf, hard- 
of-hearing, blind, partially sighted, speech defec- 
tive, epileptics, cripples and mentally defective 
or retarded, are discovered and placed in special 
classes or institutions; 


(vi) to inspect and report on school buildings, 
indigent boarding houses and hostels subsidised 
by the Provincial Administration; 


(vii) to examine candidates for the Physical 
Education Course; 


(viii) to advise the Department on all matters 
of medico-educational nature. 


35. Only European Government schools and a 
umber of Coloured schools under School Boards 
ire visited. The greater number of Coloured 
chools are not* under School Boards. In 1940 
here were 115,000 Coloured children in such 
chools. Of the 15,000 Coloured children in schools 
under School Boards, only a small percentage were 
xxamined by the Medical Inspectors. 


36. Inspections are carried out under the group 
system and all children specially selected by the 
eacher or parent are also examined. The parents 
are formally advised by the medical staff if their 
children require medical or dental attention, and 
the principal of thé school receives lists of children 
suffering from any defects. 


37. Indigent pupils receive treatment, but only 
in the case of certain types of defect. In the case 
of other defects, they must apply for assistance 
under additional poor relief. The Department’s 
medical scheme provided for treatment under the 
following heads :— 


(i) Dental treatment. 
~ (ii) Ophthalmic treatment. ‘ 
: a Ear, nose and throat treatment. 
- (iv) Orthopaedic treatment. 
_ (v) Treatment of minor ailments. 


_ 38. There are no full-time dentists. Dentists 
are remunerated at the rate of £1 per hour for 
work done in dental clinics, and £1. 10s. per hour 
when work is carried out in the private surgeries 
f the dentists where they supply their own 
materials. Extractions and conservative work are 
done, but major dental operations are not carried 
out, and dentures are supplied in urgent cases only. 


2 389. School clinics have been established at a few 
centres and are subsidised by the Administration. 
Financial assistance is also given by the Adminis- 
ation to various charitable organizations which 
range medical treatment for indigent children. 


Natal. 


_ 40. The staff consists of a Chief Medical Inspec- 
or of Schools, an Assistant Medical Inspector, 1 
sychologist, 7 School Nurses and a Nurse Mas- 
ise, and two Native Nurses. 


_ 41. There are 159,000 school children in this 
Province. Of these, 34,000 are Europeans; 30,000 
Indian ; 5,000 Coloured, and 90,000 Natives. 


42. The inspectoral service for European school 
children is fairly good and comprehensive; not very 
much is attempted in the way of treatment. 








- 
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Although the service for the Coloured school chil- 
dren is fair, practically nothing is done for the 
Native and Indian children. Secondary schools get 
occasional facilities for inspection. It is the aim 
of the Administration to provide for the inspection 
of every European child once every two or three 
years. 


43. Medical treatment of indigent cases is carried 
Sh by District Surgeons or at Provincial Hospi- 
tals. 


School clinics for special examinations and ad- 
vice are conducted at Durban (Medical Inspector 
and Nurses), Pietermaritzburg (Medical Inspector 
and Nurses), and Dundee (Nurse). 


Dental treatment of indigent Europeans and 
Coloureds is performed— 


(a) at Addington Hospital, Durban, and Grey’s 
Hospital, Pietermaritzburg ; 


(b) at the surgeries of dentists in eight rural 
centres. 


Natives receive dental treatment at King Edward 


VIII Hospital, Durban. 


Psychiatric examinations are carried out by 
members of the staffs of the Fort Napier and Town 
Hill Mental Hospitals (by arrangement with the 
Department of Public Health). In Durban 
mentally-retarded children are accommodated at 
the Opportunity School, and in Pietermaritzburg 
in special classes. 


Physically-handicapped children are provided 
for specially at the Open Air School in Durban— 
the only institution of its kind in South Africa. 


Speech defects are treated to a limited extent at 
Durban. 


An eye specialist from Pietermaritzburg visits 
certain up-country towns to seé indigent cases from 
surrounding schools. 


School hostels are inspected regularly by Medical 
Inspectors and/or Medical Officers. 


Free school meals are served at nearly all Kuro- 
pean and Coloured schools where there are mal- 
nourished children. Indian Committees who supply 
free meals to Indian school children are subsidised 
by the Administration. 


Transvaal. 


consists of 7 Medical Inspectors, 
and 29 School Nurses (1 Chief 
and 28 working Nurses). The 
‘‘ Happy Rest’’, ‘* Kuschke ’’, 
‘* Merensky ”? and ‘‘ Amsterdam ’’, have resident 
nurses. (These nurses also give regular instruction 
to the girls in home nursing and first-aid.) There 
are 3 full-time itinerant dentists.. In the larger 
schools, routine inspections are carried out under 
the group system— 


(a) children aged 6-9 years; 
(b) children of age groups 14-15 years; 
(c) special cases selected by teachers or parents. 


In the rural schools where the numbers are too 
small to apply the group system, all pupils in the 
school are examined. 


44. The staff 
1 Psychologist 
Superintendent 
school farms, 


Special Investigation.—Inspectors pay follow-up 
visits to ascertain what has been the reaction to the 
recommended treatment, and also whether, after 
hostel inspections, effect has been given to recom- 
mendations in connection with sanitary con- 
The medical inspectors 
also pay visits to investigate special matters—e.g., 
venereal diseases and infectious diseases, such as 
diphtheria. | 


45. Most schools are now visited once a year by a 
dentist and all the children in the school are 
examined. The service rendered by the full-time 
dentists has proved to be more satisfactory than 
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that of visiting dentists. The staff is still inade- 
quate as the areas to be served are very large. 
Part-time dentists have been appointed in some 
country districts. There are five dental clintes 
(Johannesburg, Pretoria, Springs, Boksburg and 
Germiston) subsidised by the Administration and 
the Municipalities. 


School Clinics.—These are established at J ohan- 
nesburg, Pretoria and Potchefstroom. Minor ail- 
ments are treated at these clinics. 


Ophthalmic Treatment.—Part-time  spécialists 
are attached to school clinics at Johannesburg and 
Pretoria. A part-time ophthalmic surgeon visits 
country districts. 


Ear, Nose and Throat Disease.-—Two part-time 
throat specialists at the Johannesburg School Clinic 
perform operations. 


Mental and Physical Defects——Special classes 
are provided for backward children, selected by the 
Departmental psychologist. 


The Hope Training Home for Cripples, Johan- 
nesburg, and the Clinic for Defective Speech at the 
University of the Witwatersrand are both subsi- 
dised by the Administration. Two teachers are 
being trained at Worcester in the instruction of 
hard-of-hearing pupils. 

Malaria and Bilharzia.—Treatment and preven- 
tion of malaria and bilharzia are dealt with in co- 
6peration with the Union Health Department and 
the Transvaal Bilharzia Committee. 


Non-European Children receive treatment for 
minor ailments and dental defects only. Two 
treatment centres are subsidised—the Indian Child 
Welfare Association, Johannesburg, £50; and the 
Johannesburg Children’s Aid Society, £425. 


School Meals.—Children who are selected by the 
Principal and approved by school nurses and 
medical inspectors are given a meal at the school. 


Orange Free State. 


46. The staff consists of 3 Medical Inspectors and 
6 School Nurses. 


47. There are 40,000 Huropean school children. 
Medical inspection is carried out in the European 
schools only, In 1941, out of 4,155 pupils 
examined, 3,575 pupils disclosed some defect (this 
includes dental defects). No inspection of non- 
European school children is undertaken. 


48. The pupils are divided into three groups for 
routine medical inspection. The special group 
includes all those who are referred to the Medical 
Inspector for some special reason. Indigent chil- 
dren suffering from defects which would respond to 
treatment receive treatment free from the District 
Surgeon through the Magistrate. 


49. A scheme for dental treatment of indigent 
scholars in the primary schools was introduced in 
1938. There is the closest codperation between the 
Orange Free State Dental Association, the public 
and the Provincial Administration. For treatment 
of indigent children, the Administration seems to 
rely largely on the goodwill of the dental profes- 
sion. It is hoped’ to appoint full-time dentists in 
the near future. Since 1931 Bloemfontein has had 
a Municipal Dental Clinic for children. 


Ophthalmic Treatment.—Scholars with defective 
vision are sent at Government expense to Kroonstad 
or Bloemfontein, where their eyes are tested. 
Glasses are provided free for necessitous children 
by the Administration. 


INSTITUTIONS UNDER THE Union Epucation 
DEPARTMENT. 


50. At the /ndustrial Schools for European girls 
and boys, and the Reformatories for European and 
non-European girls and boys, the ages range from 
14-19. To these institutions children are com- 
mitted under the Children’s Act (No: 31 of 1937). 


They are all dependent on the goodwill of the 


tacles. Their site expenses are also borne by 
the State. 
51. In the Vocational Schools which admit 


he is treated or not. 


-Labour Association and the Native Recruiting Cor- 
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Pupils are medically examined on admission, or 
thereafter when deemed necessary by the Principal. 
They receive free medical treatment, including 
minor and major operations, as well as dental treat- 
ment, and are supplied with dentures and spec- 


pupils after Standard VI., 80 per cent. receive th 
same free services as above. The pupils are 
examined medically only when required by the 
Principals, and not necessarly on admission. 


Subsidised Institutions. 


52. Technical Colleges.—No provision exists for 
free medical, dental and hospital services. 


53. State-aided Special Schools for the Blind, 
the Deaf, the Dumb and Epileptics, and State-aided 
Vocational Schools.—At some of these institutes,’ 
members of the medical profession render certain 
services without payment. The position is unsatis- 
factory. ; 


54. Institutions under the Department of Social 
Welfare are classified into certified institutions, 
non-certified institutions, hostels for delinquents, 
and créches (8,000 children). There is no system 
of regular medical examination of these children. 


medical profession. Some institutions have not 
made any arrangements at all, while others have 
obtained assistance of the local doctors to a certain 
extent only. There are, however, some which have 
secured the hearty and complete codperation of 
the medical profession. 


EXAMINATION OF ENTRANTS INTO PuBLIC AND 
OTHER SERVICES. 


55. Although not instituted as a health service or 
with a view to obtaining medical data, the examina-_ 
tion of candidates for the Public Service and other 
similar examinations are the only opportunity pro- | 
vided—once in a life-time—when ,a check-up is” 
made on the physical condition of adults. 


06. It is required of every person wishing to 
enter the Public Service that he be examined by a_ 
district surgeon or by a full-time Government 
medical officer. The examination is fairly exhaus- é 
tive and very often defects are discovered, but there — 
is no obligation on anyone to ‘‘ do something about 
it’. It rests with the person concerned whether 
he has himself treated or whether he looks for some 
other employment. No records of the findings ae 
these examinations are kept, and- no attempt has - 
been made to utilise the certificates given by 
medical officers. 


57. Entrants into the service of local authorities | 
hdving pension funds are required to pass a pre- 
scribed medical examination. -It is a condition of 
employment in local authorities where group assur- 
ance endowment schemes operate that all appoint- 
ees must be examined by an approved medical 
practitioner. We have been advised that many 
defects discovered as a result of these medical 
examinations have been remedied prior to appoint- 
ment on the fixed establishment. | 


58. The examination of apprentices is intended 
to prevent the employment of youths in unsuitable 
callings, and every apprentice must be medically 
examined.’ The examination is not as searching as 
that for candidates for the Public Service an 
usually only gross defects are detected. Again, 
there is no machinery to deal with the defects which 
are found, and it depends on the individual whether 


59. The Chamber of Mines requires, through it 
subsidiary organizations, the Witwatersrand Native 


poration, the examination of every Native em 








working distinction 


ployee. In the field the recruits are first examined 
by a medical officer appointed by them for the 
purpose (usually the District Surgeon), before the 
Native leaves his district. Those who have passed 


watersrand Native Labour Association’s Hospital 
in Johanngsburg. This examination is very search- 
‘ing, even in some cases going to the extent of 
‘Miniature X-ray photography. Records are kept 
of every Native employed on the mines, and regular 
re-examinations are undertaken. Here, then, is 
the only periodic medical examination at present 
existing in South Africa. 


60. There are indications that other large indus- 
trial undertakings, such as ISCOR and the leather 
trade, are attempting to correlate physical and 
other aptitudes of applicants for work, and to 
decide what type of work is most suited for the 
particular applicant. 


61. A large number of physical examinations are 


undertaken on behalf of life insurance companies, 


and it must be accepted that these examinations 
are searching and dependable. The findings, how- 


panies and no analysis of them has as yet been 


published. 


CHAPTER XIII: 


PERSONAL CURATIVE SERVICES 
(EXTRA-INSTITUTIONAL). 
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1. Personal Preventive Health Services merge 


_ into Personal Curative Health Services by imper- 


A convenient and practical 
is that, as; long as, an 
individual’s condition can be corrected by modi- 


ceptible gradations. 


fication of his conduct, or by procedures within 


his own control, he is within the realm of pre- 
vention; but as soon as he is found to be in a con- 
dition which necessitates the ,application of proce- 
dures requiring technical knowledge and skill, then 
he passes to the care of Personal Curative Health 


Services. 


2. These services involve the treatment of 
pathological conditions by skilled medical, sur- 
gical and nursing techniques given at home, in 


clinics, hospitals, convalescent homes and rehabili- 


tative centres. 


3. From the point of view of access to these ser- 
vices, the population may be divided into several 
different groups and the present picture of these 
groups is very confused. There is that group to 
whom the term ‘‘ pauper’’ is applied. There is 
no clear definition of a pauper, each case being left 
to the administrative decision of the local magi- 
strate. 


4. This expedient obviously leads to anomalies 


and abuses, inasmuch as some persons seek and 
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him pay medical fees ’’. 


obtain pauper medical relief to which they are 


not legitimately entitled, whilst others who are 
. entitled 


to it and need it do not get it—often 
through pride; and thus they either go without aid 
or spend sums which they cannot afford. Some 
magistrates take the view that all Natives are 
-paupers; others, laying stress on the strong social 
organization amongst the Bantu, take the view 
that normally no Native is a pauper in' the sense 
that ‘‘ he has no relative able and willing to assist 


5. Paupers receive extra-institutional medical 


services from district surgeons at the expense of the 


Public Health Vote, except in Natal and partially 
in certain local authority areas in the Cape Pro- 


ever, rest in the archives of the life insurance com- | 
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this examination are again examined at the Wit- . 
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vince, ‘hey receive free treatment in general hos- 
pitals at the expense of the Provincial Admini- 
strations; in infectious diseases hospitals at that of 
the local authorities and the Union Government in 
equal shares; in tuberculosis hospitals at the ex- 
pense of local authorities, the Provinces and the 
Union Government; in leprosy hospitals at the 
expense of the Public Health Vote; and in mental 
hospitals at the expense, until recently, of the 
Interior Vote, but now of the Public Health Vote. 


6. The other great group may be referred to as 
non-paupers ’’’. Of these, there are those who 
receive free medical aid as a condition of their 
employment: Native mine labourers, some Govern- 
ment servants—policemen, members of the per- 
manent Defence Forces, prison officers, the em- 
ployees of certain industrial and commercial firms 
and, in respect of accidents and schedule industrial 
diseases, all ‘‘ workmen ”’ as defined in the Work- 
men’s Compensation Act. It may be noted in 
passing that this group is greatly augmented at 
present by reason of the large numbers of men and 
women in the Defence Forces. 


sé 


7. The individuals belonging to this class are 
cared for—as to Native mine labourers, by whole- 
time medical officers and in special mine hospitals; 
as to policemen, etc., by whole-time and part-time 
district surgeons assisted by private specialists 
paid on a plece-work basis. They are hospitalised 
in public or private hospitals or, in the case of 
members of the Defence Forces, in the greatly- 
expanded number of military hospitals. Indus- 
trial and commercial firms sometimes appoint 
special whole-time or part-time medical officers. 
injured workmen, with some exceptions, have a 
free choice of doctor. 


8. There are also those who meet the costs of 
medical care from their own private resources, 
sometimes spending money which should be de- 
voted to food, clothing or housing. Not more than 
10 per cent. of the whole population can meet these 
expenses without undue strain upon their domestic 
budgets. Many in this group subscribe to one or 
other of the various types of benefit or friendly 
societies, and have thus voluntarily become part- 
ners in sickness insurance schemes. 


9. These groups mentioned in the two preceding 
paragraphs form the principal source of revenue 
for private practitioners, pharmacists and private 
nursing homes, and contribute appreciably by way 
of fees to public hospitals. 


10. It is clear that many people in this country 
are not in a position to receive as frequent and as 
efficient health services as those who are better off 
financially, or who are certified indigents. This 
phenomenon is constantly emphasized by sociolo- 
gists and publicists. There is not the least doubt, 
however, that a large number of people do not 
receive medical care in the early stages of illness, 
chiefly for economic reasons; they cannot afford 
doctors’ and nurses’ fees, so they struggle on until 
the physiological compensatory mechanism (if there 
is one) breaks down, and the victim, now irrepar- 
ably damaged in health, becomes a burden to the 
community, without contributing any more to its 
productiveness. | 


11. Under an ideal scheme this would never be 
the case except in the diminishing number of 
diseases for which medical science knows no cure. 
In the case of the patient who cannot be completely 
cured, if his condition comes under treatment at a 
sufficiently early stage he can, as part of his treat- 
ment, be given training in some productive occu- 
pation which will preserve his self-respect and pre- 
vent him from becoming a total burden on the 
community. A good example is the case of crip- 
pling caused by accident or disease. 
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12. The following is the classification of ser- 
vices as dealt with in this chapter :— 

(i) Individualistic—where there is a purely 
personal private relationship between doctor, 
nurse and patient, as regards payment for 
services rendered ; 

(ii) Codperative Basis—where persons. other- 
wise individually liable have grouped themselves 
into medical benefit societies, etc., assisted by 
employers such as the Railways and mines, 
some local authorities and banks; 

(iii) Employers—medical services form part 
of real wages, the provision of such services 
being considered an important factor in the con- 
tentment, efficiency and productive capacity of 
employees ; 

(iv) Voluntary ‘Organizations—where the ser- 
vices (by no means inconsiderable) represent 
altruistic devotion and are not measurable in 
terms of money; . 


(v) Public Authorities-where services are pro- 


vided from public funds—central, provincial or 
local. . 


On AN INDIVIDUALISTIC BasIs. 
GENERAL PRACTITIONER AND SPECIALIST SERVICES. 


13. General practitioner services should every- 
where be speedily available at a cost within the 
means of the individual requiring them. Specia- 
list services are not usually required at such short 
notice, but here again the cost should be within 
the means of the individual. The ratio of doctors 
to population required to fulfil this ideal can 
scarcely be determined with absolute exactitude. 
Obviously, it depends upon such factors as the 
incidence of disease, the density of population and 
the availability of good roads and transport. The 
ratio of one doctor to 1,000 population is often 
quoted as desirable; but this includes all doctors, 
many of whom are engaged in services other than 
general practice. 


Number and Distribution of General 
Practitioners. 


14. Unfortunately, from the view-point of the 
general public and of national health, the fore- 
going ideal has to be reconciled with two hard 
facts: the necessity for the doctor to earn a living 
in accordance with a standard appropriate to his 
profession, and the tremendous variations in the 
economic resources of individuals and communi- 
ties. 


15. In the older countries from which the sys- 
tem of general medical practice in the Union de- 
rives, there are in any given area nearly always at 
least a few affluent persons, plus a sufficiency of 
people able to pay full medical fees, to enable a 
doctor to live on the fees collected from those who 
can pay and give pro deo service to the poorer sec- 
tions of the community. Thus there comes about in 
these countries a more or less even distribution of 
doctors in relation to population. In the Union, 
owing to the socio-economic factors described in 
an earlier chapter, the distribution is most uneven, 
being roughly proportionate to the wealth or the 
degree of civilization of the communities in the dif- 
ferent parts of the country. 


16. A fairly detailed survey of the position was 
made by the Committee on Medical Training in 
South Africa (1939) and another by the Director of 
Census and Statistics, submitted to us in the form 
of a memorandum,and recently published in the 
‘South African Medical Journal’? under the 
name of Mr. A. R. Ravenscroft. The findings of 
the Committee are perhaps more significant, as they 
represent the situation in peace-time. The Com- 
mittee found that in Cape Town there was a ratio 
of 380 Europeans to each doctor, whereas in Calitz- 
dorp and Clanwilliam there were 3-4,000 Europeans 


48 


to each doctor. Even allowing for the fact ee 
among the doctors practising in Cape Town there 
are many specialists, who serve a much bigger 
population than that of Cape Town alone, the mal- 
distribution is obvious. Similar disparities exist 
as between the Reef and the rural areas of the 
Transvaal, and between Durban and Zululand. In 
the Transkeian Territories the ration was one doc- 
tor to 15,250; in Zululand 1:22,000; and in the 
Zoutpansberg about 1:30,000. In considering these 
disparities it should be borne in mind that, other 
things being equal, a rural population requires 
more doctors than an urban, owing to the time lost 
by doctors in travelling. : 


17. The Committee correctly points out that, : 
addition to purely economic factors, the paucity of 
‘doctors in Native Territories is occasioned by the 
preference of the rural Natives for their own an- 
cestral medical practice and its exponents—the 
witch-doctor and the herbalist. : 


18. Most doctors themselves prefer urban to 
rural practice, or residence in town rather than in 
country and village. Apart from the amenities of 
civilisation, there is in large towns the opportunity 
of regular contact with colleagues. On the other 
hand, many doctors find rural practice more inter- 
esting and diversified, and it is probably the 
economic factor which plays the greatest part in 


attracting them to the towns as centres for their 
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practices. | 
Number and Distribution of Specialists. 
19. The specialities recognised by the South 
African Medical Council and the number of 


registered specialists in each category are given 
in full in Chapter 17 of this report. ' 


20. The situation of these specialists (some of 
whom are at present in the Army) is, as is natural, 
mainly in the larger towns. About two-thirds of 
the specialists in the Union are in Johannesburg 
and Cape Town, and five out of six in the four 
largest urban areas. Of the doctors in Johannes- 
burg 161 or 27-1 per cent. are specialists, and of 
those in Cape Town 84 or 21:8 per cent. For 
Pretoria the ratio is 18-1 per cent. and for Durban 
15-5 per cent. Outside Johannesburg, Cape Town, 
Durban, Pretoria,’ Bloemfontein, Port Elizabeth, 
Pietermaritzburg and East London, there are 25 


specialists. 
Scale of Fees. 


21. The mere presence of a doctor in an area 
does not necessarily mean that his services are 
actually available to the entire population of that 
area. They are merely for sale, and much will 
depend on his scale of charges and his willingness 
to abate those charges in deserving cases. The 
scale of general practitioners’ fees varies con- 
siderably from one part of the country to another, 
both on paper and in practice. 


General Practitioners’ F ees. 
Urban. . 


22. Many branches of the Medical Association 
of South Africa (B.M.A.) have laid down tariffs 
of minimum fees, which automatically become 
maximum fees. The ordinary fees in Cape Town 
vary from 10s. 6d. per visit in the middle-class 
suburbs to 7s. 6d. and 5s. in the industrial areas. 


23. In Johannesburg the fees tend to be on a 
higher scale. On the Reef most doctors charge 10s. 
to £1 for a visit to a Native location. 


Rural. 


_24. Here, too, branches of the Medical Associa- 
tion have in many cases laid down standard fees. 
On the Platteland there is a tradition based upon 
the days when the doctor travelled on horseback or 
with cart and horses. His services were reckoned 
at £1. 1s. per hour, and it was accepted that he 


avelled six miles per hour. Even to-day in many 
eas distances are expressed, not in miles but in 
hours on horseback ’’. In consequence, the same 
arge is made for visits to a farm as before the 
lvent of motor transport, and as the charge for 
x hours going and returning (i.e., 72 miles in 
1) had been £12. 12s., it has remained at that 
ure, or 3s. 6d. per mile. 


25. In the Western Province of the Cape, fees 
ve come down to 2s. 6d. or even 2s. per mile. 
1 the other hand, in some mountainous or 
ficult areas where the wear and tear on cars 
d the time spent on travelling are greater, there 
a tendency to increase travelling fees up to 5s. 
r mile. 


26. Owing to the very great cost of domiciliary 
sits the advent of motor transport tended, 
1erever it was possible, to bring the patient in to 
e doctor rather than take the doctor out to the 
tient. The farmer realised that he could get 
tter value for his money by coming into the 
wn and receiving constant attention and super- 
sion. This tendency has altered the whole aspect 
country practice during the last twenty-five 
ars. It has lessened the doctor’s income con- 
lerably, and at the same time has led to an 
sereased demand for hospital accommodation. 


27. Fees for visits in the village are not high 

the whole—about 5s., or at the most 7s. 6d., 
us 8d. a dose for medicine. Natives in rural 
2as up-country sometimes pay as little as 2s. 6d. 
r a consultation with medicine, or 5s. for a visit 
the location, but commonly throughout -the 
anskei, Natal and the Transvaal, the charges are 
to 10s. for consultation and medicine. 


Specialist Fees. 


28. Ordinary consulting fees are usually £3. 3s. 
- the first, and £2. 2s. for subsequent consulta- 
ns. A reasonable standard is the tariff provided 
the United Banks’ Medical Aid Society. For 
erations the fees vary between five and sixty 
ineas, and are considered very moderate. Whilst 
private practice there is no standard fee for 
erations (the amount being dependant upon the 
nding of the surgeon, the nature of the operation 
d the pocket of the patient), the Medical Aid 


clety’s tariff may be taken as a guide to the. 


8 which are charged to people of moderate 
ans. 


29. The reason for the gap which exists between 
neral practitioner and specialist fees is based on 
> assumptions— 

(i) that the specialist has spent some time in 
fitting himself for his specialty, and 


(ii) that he requires extra time to investigate 
sach case exhaustively. 


30. The rewards of specialisation vary greatly. 
us the consulting physician, if he does his work 
iscientiously and devotes sufficient time to it, 
d does not fit in more work than he can properly 
, may receive rewards little, if any, higher than 
se of the general practitioner. 


31. On the other hand, the returns of the sur- 
mM are in many cases very great. The same may 
said of the radiologist. In this latter case the 
2e devoted to each individual case is com- 
ratively short, much of the mechanical photo- 
aphic side of the work being carried out by radio- 
iphers. The surgeon has developed a very special 
mual skill, and in most cases does a large amount 
pro deo work, but the same cannot be said of 
» radiologist. Reasons advanced for the high 
of radiologists are the fact that the practice 
radiology in the early days was fraught with 
ager to the doctor, and the necessary apparatus 
costly both in installation and upkeep. 
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32. In this connection we quote the evidence 
given by Dr. Muir Grieve of Groote Schuur Hos- 
pital, Cape Town, on the cost per examination. 
We compare it with the fees laid down by the 
United Banks’ Medical Aid Society and the Work- 


mens’ Compensation Act : — 


Per Per Courset 
' Examination. of Treatmen 
£ s. d. £8. d. 
Cost at Groote Schuur Hospital..... 016 4 215 0 
United Banks’ Medical Aid Socisty 3 3 0 16 16 0—£25 
Workmen’s Compensation Act...... She Bike —_ 


It must be emphasized that the cost at Groote 
Schuur includes medical salaries. 


Attention must here be drawn to the fact that 
the Medical, Dental and Pharmacy Act, No. 13 
of 1938, prohibits the charging of excessive fees 
by registered practitioners. 


33. An interesting point in connection with 
specialist practice in the Union is that it is rarely 
consultant practice, as is the general rule in Euro- 
pean countries. That is to say, while specialists 
restrict themselves to the practice of their specialty, 
they do not limit themselves to patients referred to 
them by general practitioners, but accept patients 
coming to them on their own initiative. 


34. It is a difficult and invidious task to attempt 
to assess the value of the services rendered through 
extra-institutional medical practice in the Union. 
There is a widespread feeling, not least in the 
medical profession itself, that the conditions under 
which general practice is conducted do not enable 
doctors to render the most efficient service of which 
they are capable, and that from these conditions 
flow some definite evils which bring neither honour 
to the profession nor advantage to the public. 


30. However altruistically-minded, the private 
practitioner must make a living. He can of course 
leave to the district surgeon the medical care of 
those persons who are certified paupers. Nor will 
he be called in by those persons who, although not 


poor enough (or perhaps too proud) to be certified . 


as paupers, will not incur medical expenses which 
they know they cannot meet—except in extremis, 
with the necessity for a death certificate looming 
before them. It is often only in the latter pitiful 
circumstances, for instance, that Natives in the 
locations where there is no free municipal service 
call in a doctor. As to the rest of the community, 
the private practitioner will have, *from the 
economic view-point, a mixture of patients, from 
those who pay in full down to those who cannot, 
or will not, pay anything at all. It is a principle 
taken over from the European countries that he is 
allowed to discriminate in his charges between the 
rich and the poor so that the former pay for, or 
at least contribute towards, the services rendered 
to the latter. Or the charges may be more or less 
uniform on the accounts but the practitioner knows 
that some patients will pay only a fraction or even 
no part at all of the accounts which he sends. The 
precise ratio of paying to pro deo patients in 
different practices varies considerably, and no 
doubt there are ways and means by which the 
doctor can deliberately influence it. 


36. The total amount of pro deo work done in | 
There can \ 
be no doubt that it is considerable, and the nation | 


private practice will never be known. 


owes no small debt to a profession which has for 
a century or more in this country rendered free 
services which, according to modern conceptions, 
should have been paid for from public funds. 
Many practitioners give unpaid or very lowly paid 
services to the clinics, etc., maintained by 
voluntary organizations, particularly among non- 
Europeans, 
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37. On the other hand, knowledge of the fact 
that practice in Native rural areas 1s mostly on a 
strictly cash basis undoubtedly prevents many 
Natives from seeking skilled medical aid even when 
they have a desire to do so. 


38. Specialists often insist upon cash payment 
for consultations. Their income, however, 1s prin- 
cipally derived from fees for operations and other 
treatment given in institutions which are not being 
considered in this chapter. 


39. The question of honorary work in public hos- 
pitals will be dealt with fully in the next chapter. 
Here it may be mentioned that, at any rate in the 
larger centres, if a general practitioner does not 
hold an appointment: on the honorary staff of the 
local public hospital, it often becomes impossible 
for him to attend in that hospital a patient whom 
he has already been attending outside. The patient 
may then be faced -with the alternatives of 
changing his doctor or of entering a private hos- 
pital or nursing home, where the fees for main- 
tenance are usually higher. 


40. Passing now to some of the defects in the 
present arrangements with regard to extra-insti- 
tutional general practitioner services, a disadvan- 
tage of the present competitive system of general 
practice is the overlapping of service consequent 
on a free choice of doctor—e.g., several doctors 
visiting the same day in the same street or, in the 
country, travelling miles along the same road on 
the same day to visit adjoining farms—and all this 
in.a country said to be seriously short of. doctors! 
Nevertheless, whether thorough-going rationali- 
sation in these matters would willingly be accepted 
by the public is at least doubtful. ; 


41. Another thoroughly irrational feature is the 
frequency with which, on the initiative of patients 
themselves, doctors are changed, even during the 
course of a single illness. Even if all doctors kept a 
detailed record of their patients, there are no 
arrangements by which these can be systematically 
preserved, collated and made available to succes- 
sive doctors in the form of a continuous record of 
individual and family health and ill health. 


42. General practitioner and specialist services 
are almost entirely restricted to curative work, for 
the simple reason that people never pay to be kept 
well. Practically the only truly preventive work 
carried out by general practitioners is the ante- 
natal and post-natal care of women, and a little 
paediatrics. 


45. The private practitioner is not concerned 
with the prevention of disease, which he regards 
as the function of the health department. He is 
mainly occupied in providing curative treatment 
for his patients when they ask for it. To most 
patients, curative treatment consists of a bottle of 
medicine. 


44. The doctor himself is often the victim of the 
system under which he works. It is assumed by 
the majority of the public that, once he is in pos- 
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session of his qualifications, the doctor should be . 


able to tackle anything in the fields of medicine, 
surgery and midwifery. If he does not fulfil, or 
seem to fulfil, these expectations, especially at the 
outset of his career, he may fail to gain a practice 
adequate for his own maintenance. Even against 
his own true desire and better judgment, he may 
thus be tempted to undertake procedures for which 


he is not fully competent, in order to hold his own - 


in competition against those with fewer scruples 
than himself. Insufficient use is made of auxili- 
aries because the doctor is so often ignorant of the 
indications and methods, and because he desires to 
keep matters in his own hands. Examples of this 
are to be found in the domains of physiotherapy 
dietetics and psychology. 


last case, his duties lie entirely amongst the non 


_ assisted by a roster of honorary dental surgeons 


—a 


45. Private practice is on a competitive basis, 
and in consequence there is a tendency to please 
and humour the patient rather than to do what is 
best for him. This competition requires control: 
hence almost all the rules of the Medical Council 
in regard to conduct, and the ethical rules of the 
Medical Association. | 


46. The principle of discriminatory charging 
greatly increases the cost of medical treatment to 
those who can afford to pay, because the paying 
patient in theory has to make up for the defici- 
encies of the free and the part-paying patient. ' 

We quote with approval Professor W. H. Hutt’s 
opinion on. this subject :— 


: 
‘* But there is no case for permitting the pri. 
vate taxation of the wealthy by the doctors on 
the grounds that such practitioners may perform 
and often do perform certain free or cheap ser- 
vices for the benefit of low-income classes. There 
can be no guarantee whatsoever that the proceeds 
of the exploitation of the supposedly well-to-da 
are spent in the interests of the poor patient. 


However conscientiously the majority of prac- 
titioners may interpret their obligations undez 
the existing system in this respect, the whole 
procedure is wrong in principle. It is obviously 
capable of conferring considerable pecuniary 
benefits upon those who fail to carry out thei1 
supposed moral commitments. c 


Moreover, merely on the question of the inci- 
dence of such privately-levied taxation, there is 
everything to be said against it. The financial 
burden falls upon the sick—i.e., it is loaded or 
those who already face misfortune, and the sys 
tem gives no guarantee that those who can an¢ 
will settle doctors’ bills unquestioningly ear 
afford the charges.”’ 


The result. of the system is the establishment of! 
an ascending spiral. More and more people becom 
unable to pay their fees, owing to discriminator} 
charging, and the less people there are who can pa} 


their bills the higher the charges against thos 
who can: hence the plight of the middle classes 


about whose hardships we have had much evidence 


DENTAL SERVICES. 


47. There are 721 dentists on the register of th 
Medical Council, of whom 674 are in practice 
Very little provision is made for dental service: 
outside private practice. It is of interest that n 
mention of dental services is made in the Sout 
Africa Act nor in the Public Health Act. Littl 
provision is made for dental services under paupe: 
relief, save for extraction of teeth by the Distrie 
Surgeon for relief of pain. 


48. The Public Health Department employs on 
dental officer who is concerned with research in 
dental conditions. ae 















49. The Transvaal and Natal Provinces empl 
three full-time dental officers each. These are, 
the case of the Transvaal, almost entirely concernes 
with the treatment of school children found defee 
tive by medical inspection; in the case of Natal 
they are stationed at provincial hospitals and attens 
to pauper cases. 


. 
wy 


50. A few local authorities employ whole-tim 
dentists. Amongst them are Cape Town, Por 
Elizabeth, Germiston and Johannesburg. In th 


European population. 


51. Examples of combined efforts are to b 
found in the Johannesburg Coronation Dental Infiz 
mary, where six full-time dentists are employed 


and the Pretoria Dental Clinic, which employ 
three full-time dentists who are assisted by an hon 
rary staff. . 


52. The Witwatersrand Dental School and Hos- 
ital employs four full-time dental officers who are 
meerned with teaching, as well as a number of 
onorary dentists and some part-time dental lec- 
irers. 


53. We understand that ISCOR employs three 
ill-time dentists, some on a codperative basis, and 
iat the Johannesburg Municipal Sick Fund em- 
loys one. Otherwise, payment is generally made 
y Sick Funds and Friendly Societies on a per- 
mance basis, and thenvonly to a very limited 
ctent. 


54. In connection with attendance upon school 
1ildren, schemes have been devised on the ‘‘ unit 
stem ’’ in the Transvaal and Orange Tree State 
ut these schemes must be considered as being 
pon a charitable basis, as the dentist is paid no 
ore than his out-of-pocket expenses. 


55. On the whole, then, almost all dental treat- 
ent is provided by private practice, and those who 
re unable to pay must either do without it or 
cept the charity of the dentist. The provision 
‘ dental treatment for low-income groups is negli- 


bl 


ible and, where it does exist, is due to the activi- , 


es of a few local enthusiasts. 


related. ° f 


56. There is no definite Government policy . 


fecting the matter. The result is neglect and 
mfusion so far as the public is concerned. 


57. Private dental fees vary with the class of 
ractice, but tend to be high. This is, perhaps, 
evitable-if we take into account the cost of dental 
aining, high capital and maintenance costs, the 
mited number of possible working hours due to 
le eye and nervous strain involved, and the exact- 
i nature of the work. 


58. The result of-these high fees is a tendency 
1 the part of the middle-class public to postpone 
mnsulting a dentist. It must be remembered that 
1 dentistry, except in the presence of severe pain 
r an acute infection, only a deliberate intent on 
1e part of the patient brings him to the dentist’s 
reery.. 7 


59. As a result of the state of affairs which we | 


ave described, the majority of the population of 
outh Africa goes entirely without dental care. 
he effect of this is seen in the very high incidence 
— dental caries. Teeth are left until they are in 
n irreparable condition, with the result that whole- 
ule extractions are very common, even in children 
t school-going age. The effect of this defect upon 
ae general health of the country must, in the 
geregate, be enormous. 

 ~Nvurstne anp Mipwirery SERVICES. 

60. Thirty years ago these services for all sections 
‘the people of South Africa were non-existent. 
Tivate nurses and midwives were available for 
1ose who could afford to pay for them, but no 
ort had been made to provide for other sections 
‘the community: In 1913 the King Edward VII. 
rder of Nurses was founded by Lord Gladstone, 
hen Governor-General of the Union, as a memorial 
the late King Edward VII. The original inten- 
on was that they should constitute a nursing 
Tvice at the disposal of all sections of the people, 
nd that the nurses should be available for paying 
atients as well as for the poor. This principle 
as expressed as follows :— 


_ “The immediate object is to make good 
deficiencies now existing in South Africa. 
- These deficiencies apply to sick and injured 
persons who can pay, but cannot obtain the 
services of a nurse, to those who can pay in 


_ part, and to those who cannot pay at Aa Ses 
jowever, this policy was not adhered to, and the 











7 Public dental ser- | 
ices are, in the main, vague, haphazard and un- | 


erence 


wae 


‘homes (21s. general massage). 
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Order has focussed its attention on the promotion 
of district nursing services in which nursing facili- 
ties are made available to the poorer people. - 


61. Since 1913 domiciliary nursing services have 
developed by the organization of a number of 
Nurses’ Coéperative Societies in most of the larger 
towns. These provide nurses and midwives for 
patients in their own homes when they can afford , 
to pay. From a survey undertaken by the South 
African Trained Nurses’ Association in 1942, it 
would appear that about 2,700 nurses and midwives 
are in private practice in the Union. It was not 
found possible to determine accurately the number 
of midwives practising as such because of the large 
number of nurses who had taken the midwifery 
certificate merely as an additional qualification. 


62. The fees charged by nurses in private prac- 
tice range from five to seven guineas per week, plus 
five shillings per week for laundry and all costs of 
travelling. Midwives’ fees are the same. 


63. As with the other health personnel, no 
attempt has been made to distribute nurses accord- © 
ing to the needs of the people, and the rural areas 
are inadequately supplied. 

64. Large numbers of unqualified persons are 
practising nursing and midwifery, some doing good 
work, others constituting a menace to the com- 
munity. This problem has been met to some extent 
by the institution in urban areas of rolls main- 
tained by the local authority, on which are listed 
midwives who are permitted to practice in the area. 
These midwives are kept under strict supervision. 
Under the provisions of. the Medical, Dental and 
Pharmacy Act the Minister may declare the prac- 
tice of unqualified persons illegal in certain areas, 
after he has satisfied himself that there are suffi- 
cient qualified nurses and midwives to meet the 
needs of the people in the area. Only five muni- 
cipal areas have been so declared, because of the 
shortage of qualified midwives. 


PHYSIOTHERAPEUTIC SERVICES. 


65. This service, which is growing in importance, 
resembles general practitioner services inasmuch as 
it is available to those who can afford fairly 
generous fees and to those who are unable to pay 
and are treated in hospital, but not to the middle- 
class patient whose means are limited and who yet 
is not a candidate for the provincial hospital. 
Such facilities as are available both for private and 
hospital patients are confined to the largest towns. 
Fees are comparatively heavy in this country, 
amounting in Cape Town to 10s. 6d. for cases 
treated at the rooms (17s. 6d. in the case of general 
massage) and 12s. 6d. for cases treated at their 
Both the capital 
expenditure and the overhead expenses are heavy, 
the work is arduous and the possible hours of work 
short, but at the fees charged, and in spite of these 
factors and the cost of training, it is a fairly 
remunerative profession. 


66. It is difficult to assess the number of physio- 
therapists in practice in South Africa. They may 
be divided into three groups :— é 


(i) Properly-qualified masseurs (masseuses) and 
physiotherapists who work ethically—i.e., on the 
instructions of a registered practitioner. These 
are in the main qualified in England, America 
and latterly a few in South Africa. They number 
approximately 130, of whom 103 are members — 
of the South African Society of Physiotherapists. . 
Details are given in Chapter 17. 

(ii) In addition there are those who, while 
holding qualification for the work, take cases 
with or without reference from doctors. 
are mainly graduates from Continental countries, 
and their numbers are not known. 


These 
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(iii) Lastly, there are those who, without 
adequate training or without any qualification at 
all, pursue this avocation. 


In the main, those who work as medical auxilia- 
ries on the prescription of a doctor, hold either 
the C.S.M.M.G. (the diploma of the Chartered 
Society for Massage and Medical Gymnastics) with 
or without the extra diploma in medical electricity, 
‘an American diploma, or in the last two years the 
M. MG. LET. diploma of the University of the 
Witwatersrand, which includes massage, remedial 
exercises, electrical treatment, light, etc. 


67. The field of physiotherapy, covering as it 
does not only orthopaedic and traumatic cases, but 
also post-natal treatment, asthma, bronchiectasis, 
postural defects, etc., is constantly expanding and 
the need for practitioners of this type in a national 
health service will be much greater than it is at 
present. . 
PHARMACEUTICAL SERVICES. 


68. It was pointed out to us by the Associated 
Pharmaceutical Societies of South Africa that no- 
*where in our terms of reference is there any 
mention of pharmaceutical services. We agree 
that an adequate pharmaceutical service is essential 
to any health scheme and, therefore, review the 
existing facilities. 


69. On the whole, pharmaceutical services are 
‘provided upon a very highly individualistic basis 
through the medium of chemists’ shops. Of these, 
there are about 1,000 in the Union, served by some 
1,550 chemists. Re 


70. Of the turnover of the average chemist’s 
shop not more than 20° per cent. is genuine dis- 
pensing of drugs to doctors’ prescriptions, and even 
of that a large part is merely a question of trans- 
ferring a medicine, powder or tablet from one 
receptacle to another. 


71. There is, therefore, a very great waste of 
professional skill under the existing system, in that 
skilled professional people (more especially in the 
one-man pharmacy) are being used for unskilled 
work, 


72. Moreover, chemists’ shops are distributed 
according to the opportunities of making a profit 
rather than according to the pharmaceutical needs 
of the population. In some, the function of dis- 
pensing prescriptions is almost entirely subordi- 
nated to pushing the sale of patent medicines. In 
other words, there is the same maldistribution of 
pharmaceutical services as there is of medical and 
dental, and due to the same cause. 


73. The same chemical substance may be known 
by a large number of different names representing 
various proprietary brands manufactured by differ- 
ent firms, and as the different brands are exten- 
sively advertised in competition with one another, 
the cost is correspondingly raised. 


74. There is evidence that the price charged for 
each dispensed prescription is often out of propor- 
tion to the cost of drugs and the value of the service 
rendered in dispensing them. Here, as in the case 
of medical and dental services, the rich are catered 
for; the poor obtain their drugs free at the dis- 
pensary, out-patient department or district sur- 
geon’s consulting-rooms; but the man of moderate 
means has to pay beyond his capacity. 


75. The public, as a whole, attach far too much 
importance to drugs for the treatment of ailments. 
They demand drugs from their poctor, they dose 
themselves with patent medicines, and the use of 
page and sedative pills is very great. Thus 
an almost universal habit has been formed which 
is on the whole detrimental to the public interest 
in that drugs are being made to take the place of 
healthy habits of living, wholesome nutrition and 
natural methods of treatment. 
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76. The chemist’s shop is in many cases the poor 
man’s help in sickness. Very often the man who 
is not too well off goes first to the chemist to get a 
bottle of medicine or some tablets, before going to 
the expense of consulting a doctor. Chemists 
should not diagnose disease nor examine patients. 
Those who practise ethically supply medicines on 
the patient’s own statement as to his complaint. 


77. The South African Pharmacy Board is a 
statutory body, composed of six chemists elected 
by the registered chemists of South Africa, two 
chemists appointed by the Minister of Public 
Health, one chemist lecturer representing technical 
colleges, and the Chief Health Officer of the Union 
or his deputy. Its duties are the administration 
of the Medical, Dental and Pharmacy Act insofar 
as chemists are concerned. Under this Act are 
included all matters relating to chemists and 
druggists, and apprentices and assistants to 
chemists and druggists. 


78. We have perhaps indicated sufficiently our 
opinion that the present state of affairs as far as 
pharmaceutical services and the status of the phar- 
macist are concerned, is far from satisfactory. The 
cost of medicines is too high, and could be reduced 
greatly in a national health service by bulk buying 
and the employment of dispensers by the Service. — 


Opticrans’ SERVICES. 


79. These are in a very unsatisfactory condition 
owing to the fact that testing the eyes for errors 
of refraction is not an act particularly appertain- 
ing to the calling of a doctor, and consequently it 
may be performed by anyone for gain. Indeed, the 
legal right of the optician to charge a fee for 
examination apart from the salle of spectacles has 
been upheld in the case of Saks vs. Rex. There 
is no registration of opticians and consequently they 
are a heterogeneous medley, varying from those 
who have successfully completed the excellent 
course laid down by the South African Optical 
Association, or have obtained the diploma of the 
Worshipful Company of Spectacle Makers in Eng- 
land, and/or the British Optical Association; to 
people who have obtained a diploma by correspon- 
dence, entitling them to place a large number of 
letters of the alphabet after their names; down 
finally to all sorts and conditions of people with no 
training at all. . 


80.-Very great harm is being done by the supply 
of spectacles by unskilled people, and the public is 
in many cases paying a heavy price for valueless 
or even injurious appliances. More particularly 
is this the case in the country areas of the Union, 
where itinerant spectacle-vendors charge fantastic 


prices for useless glasses. 


81. On the other hand, there is a suspicion that, 
in what should be the legitimate field, far too much 
is being charged for spectacles containing simple 
lenses, provided by the trained optician either 
direct or on the prescription of an ophthalmologist. 


82. In 1935 a Draft Bill for the registration of 
opticians was prepared by the Secretary for Publi 
Health, and an endeavour was made to reach agree- 
ment as to the conditions of registration betwee 
the Ophthalmologists’ Group of the Medical Asso 
ciation of South Africa (B.M.A.) and the South 
African Opticians’ Association. Negotiations brok 
down on the following points : — 


The Ophthalmologists were unable to agree: — 
(i) that opticians be allowed to charge a fee; 
(ii) that they should be allowed to deal with 

children under the age of 16 years; and 


(111) that they should be allowed to use instru 
ments. q 


Agreement has not yet been reached between 


these two bodies. - , 
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$3. There is a definite shortage, both of ophthal- 
nologists and of skilled opticians, and even the 
vell-to-do have difficulty in obtaining competent 
ervices in many parts of the Union, particularly 
untry areas. Ophthalmologists are available 
in the larger towns, and people in country 
gs are too often at the mercy of the itinerant 
ectacle-hawker. 


_ UNREGISTERED PRACTIONERS’ SERVICES. 


It would be hard to visualise a wider range 
sgistered practitioners than those who profess 
t of healing in South Africa. This is due in 
all degree to the differing standards of 
ation of the inhabitants, from the un- 
uneducated aboriginal to the twentieth- 
product of Kuropean civilization. | 


. The number of these unregistered prac- 
rs is unknown for the reason that they are 
stered, but it is evident that their numbers 
arge and apparently increasing. Their 
ies are not confined to any particular section 
people, and they operate in all classes of 
, both European and non-European. They 
r a very wide field in their services, ranging 
the American-College-trained osteopath, 
11 culturist, etc., on the one hand, down to 
fative herbalist and witch-doctor at the other 
e. 

. In Natal provision is made for the registra- 
of Native medicine men (Inyangas) by the 
rate, subject to the approval of the Minister, 
yment of a:fee of three guineas. This is a 
of pre-Union days and, although the inten- 
ppears to have been not to register new 


0 are enrolled. Whilst there might have been 
justification in olden times for registering 
3 people, there does not seem to be any sound 
on why such registration should not now be 
by a refusal to place any new names on the 


During recent years a considerable number 
“herbalists ’’ have made. their appearance. 
fe practice on a general: dealer’s licence, some 
direct constltation in an itinerant practice, 
yy post. Some pamphlets were produced to 
‘that advertising is carried out on a large 
d that the most extravagant claims are 
y these people. 


a different category are the number, 
tly increasing, of so-called nature health 
oners, who also advertise their abilities in 
¢ press. Others, again, conduct a s0- 
ethical ’’ practice—i.e., do not advertise 
ublic press. The South African Health 
ners’ Society drew our attention to the 
an attempt is now being made by the 
onsible unregistered practitioners to come 
control of such persons. They have 
ed the Society with the object of laying 
riteria for registration. Evidence on their 


oO 


the various types of practitioners, and led 
porters of professional status and established 
nding in the community. As, however, 
ical, Dental and Pharmacy Act does not 
fay preclude anyone registered as a medical 
loner from exercising any form of treatment, 
‘manipulation of the spine, but only 
proof of a minimum standard of profes- 
ducation, there does not seem to us to be any 
sason for departing from that standard. It 
stressed that all these various groups are 
ed only with treatment, an aspect of health 
which will more and. more recede in, the 
nal Health Service. It has been the experience 
a that all these types of practitioners dis- 


the fact remains that at the moment some. 
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vas tendered by a strong deputation repre- — 
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appeared when the National Health Service com- 
menced to function properly. We, therefore, can- 
not see our way clear to recommend that any place 
be made for these practitioners in the National 
Health Service.* 


On Aa CoOPERATIVE Basis. 


89. From time immemorial, man’s greatest 
struggle had been to provide against the insecurity 
of Fate. Amongst the Romans, societies were 
formed which provided for their members certain 
privileges on death, and from these ‘‘ Comites ”’ 
sprang the Guilds of the Middle Ages, which 
sought to give their members certain medical 
services as well as a funeral benefit. From the 
Guilds, again, have develéped the modern 
‘“* Friendly Societies ’’, such as the Ancient Order 
of Foresters, the Oddfellows, the Buffaloes, etc., 
which give medical aid, funeral benefits and, in 
some cases, sick-pay benefits. Later came the 


-development of Medical Benefit Societies in con- 


nection with certain industries, with the ultimate 
extension to compulsory National Health Insurance. 
In Europe, National Health Insurance was first 
instituted in Germany by Bismarck. It is interest- 


ng to note that this was done not because the 


German Government was so concerned about the 
health of the people but, as Bismarck frankly 
admitted, as a measure against the growing 
influence of the Trade Unions and the Socialists. 


~ 90. All these Societies, therefore, are a means 
to combat the crushing burden of sickness. They 
have much in common in that, in return for a 
weekly contribution, the members are provided with 
certain benefits, e.g., medical attention, hospital 
treatment in some cases, and/or sick-pay and 
funeral benefit. 


91. The cost of medical care has tended to 
increase, and has outstripped the means of the 
worker. - The three predominant types of co- 
éperative effort to lighten the burden of the cost of 
medical care in South Africa are :— 


(a) Friendly Societies; 
(b) Medical Benefit Societies; 
(c) Medical Aid: Societies. 


FRIENDLY SOCIETIES. 


92. Some of these provide sick-pay and other 
benefits in addition to medical aid. Their finances 
are obtained entirely from the contributions of 
members, and the Societies contract with certain 
doctors who are paid on a capitation basis. The 


- membership is not restricted to any particular kind 


of worker, and independent small shopkeepers and 
tradesmen can join. Approximately 100 of these 
Societies operate in South Africa with about 
30,000 members and an annual income of about 


£200,000. 


Mepicat BENEFIT SOCIETIES. 


93. These Societies restrict their membership to 
workers in a particular industry, and in most cases 
the employer contributes a proportion of the funds 
and has a corresponding say in the conduct of 
affairs. The Societies contract with the medical 
men and are responsible for the payment of the 
doctor on a capitation basis. While some Societies 


_appoint particular medical officers, others give their 


members a free choice of doctor. 


94. Under the provisions of the Unemployment 
Benefit Act, No. 25 of 1937, a number of Benefit 
Societies in particular industries have been 
organized. Under these circumstances the Govern- 
ment also contributes to-the funds of the Society 
and, while affairs are conducted by a committee 
elected by the members, all activities are under 
the supervision of the Government. 


* See page 60 for comments by Senator C. L. Henderson. 
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_ Benefit Societies play a very important part in 
the provision of medical care. They cater for 
something like 300,000 to 400,000 people, with a 
financial implication of more than £1,000,000 per 
year. 

MepicaL Arp SocrETIES. 

95. These Societies are a comparatively recent 
development. In this case the Society does not 
contract with the doctor individually, but a tariff 
of fees is laid down and agreed upon between the 
Society and the Medical Association of South Africa 
(B.M.A.). While then the contract 1s individual 
between the patient and the doctor, the Society 
undertakes to pay the doctor’s account if this is 
in conformity with the tariff. It has the advantage 
that the fee laid down is lower than the ordinary 
charge, while the doctor is assured of the prompt 
payment of his account. 


96. The Medical Aid Societies have combined 
into an Association which scrutinises any new 
society before recommending it for recognition by 
the Medical Association. 


97. The growth of these various societies in this 
as well as in many other countries is an indica- 


tion of the intensity with which the burden of - 


medical costs is felt by the masses. There are many 
defects in the ‘services rendered, from the stand- 
point of a national health service. Except in the 
case of Friendly Societies, membership is restricted 
to those in receipt of regular wages; and the casual 
labourer, European as well as non-European, is 
excluded from all possible participation. The small 
shopkeeper and individual independent tradesman 
are also excluded. 


98. The amount of cover afforded is rarely com- 
plete in that very often only a part of the medical 
costs is met, especially in cases of severe or pro- 
longed illness, at the very time when help is needed 
most. 


99. Many of the beneficiaries develop the habit 
of calling in the doctor unnecessarily with the ob- 
ject of ‘‘ getting their money’s worth ’’, and many 
insist upon obtaining their quid pro quo in the 
shape of a bottle of medicine. The experience in 
Great . Britain, where the ‘‘ bottle habit ’’ has 


h4 


- lines. 


- The regulations under the 


become a prominent feature of the National Health _ 


Insurance scheme, proves that this is a real danger 
and might lead to frustration of the whole purpose. 


100. The most serious criticism, however, which 
can be levelled against this type of service is that 
it is not health but sickness insurance which is 
brought about. The main object is to cure disease 
and not, as it should be, to prevent disease from 
occurring. A few progressive societies in America 
have instituted the principle of periodic examina- 
tion as a condition of membership, but this has 
not yet been done in South Africa. The Committee 
of Enquiry appointed to establish a Medical Benefit 
Society for Public Servants have adopted periodic 
examinations as a principle, and have further in 
their work exhibited a refreshingly modern con- 
ception of their task. The absence of any periodic 
examination also applies to National Insurance in 
Great Britain and to the scheme proposed for 
South Africa in 1936 by the Collie Commission [the 
Report of the Departmental Committee of Inquir 
on the subject of National Health Insurance (U.G. 
41-36)]. In Chile, the National Health Insurance 


Service is based on such periodic examination. 


101. The largest Benefit Society in South Africa 
is the South African Railways and Harbours Sick 
Fund. This Fund receives a- cafsiderable contri- 
bution from the Railway Administration. ‘The 
income amounts to about £600,000 per annum, and 
it caters for approximately 200,000 people. 


102. On the Witwatersrand there are 45 Mine 
Medical Benefit Societies, which have in the last 
few years amalgamated in matters of administra- 


services. Prison officers contribute a small sum to 


: 


tion and finance. The total income is in the neigh- 
bourhddd of £500,000, and they cater for some 
108,000 people. The Chamber of Mines also contri- 
butes to the funds and is represented on the Board 
of Control. | 


103. A very progressive Benefit Society has beer 
instituted in connection with ISCOR, and here an 
attempt has been made to provide preventive ser- 
vices to a certain extent. The number of peopl 
who benefit total 11,876. - Here again the employers 


contribute and have a say in the conduct of th 


Society. 


104. These various societies have performed a 
valuable function as part of the existing healt 
services of the country. It has been suggested that 
the needs might be met by an extension along these 
The first criticism that only curative and 
not preventive services are provided is partially 
met by the activities of the ISCOR Society, but in 
regard to others it must be stressed that many 
provide only partial services in that certain diseases 
and conditions are excluded from benefit. The most 
cogent argument against the adoption of this type 
of service for the whole country lies in the fact 
that it is not, or only insufficiently, applicable to 


rural and Native areas. . 


PROVIDED BY EMPLOYERS. | 

105. The provision of medical services for their 
workmen is undertaken by a number of employers. 
While this is entirely voluntary in many cases, in 
some the obligation is placed on them by law. The 
Native Labour Regulation Act, No. 15 of 1911, 
governs the recruitment of Natives and_ their 
employment in labour districts. The regulations 
framed under this Act place on the mines the obli- 
gation to provide hospital accommodation an 
medical services for their workers. The regulation 
also cover housing, nutrition and some other pre- 
ventive measures such as the drying of clothes, ete. 
Mines, Works and 
Machinery Act, No. 12 of 1911, also call for the 
supply of ambulances and first-aid stations. The 
Miners’ Phthisis Acts make provision for - 
specific condition, and it is interesting to note that, 
while the Acts provide for silicosis, tuberculosis 
is not included as an occupational disease. Some 
of the more enlightened employers have gon 
beyond their legal responsibility and have either 
voluntarily provided medical services for their 
employees or have contributed generously to thi 
funds of any benefit societies organized by the 
workmen. ‘The mines on the Witwatersrand, the 
South African Railways and Harbours, ISCOR and 
a large number of private companies fall in this 
category. The Government provides medical ser- 
vices for members of the Police and Prison services 
and their families, while medical services are also 
given free to certain employees of many Hospital 
Boards and the members of certain services of local 
authorities, such as the Fire Brigade, etc. 


~106. All these services, like those rendered by 
benefit societies conducted by workers unaided, 
are ill health services and few, if any, of them have 
as yet made provision for periodic examinations 
as the basis of the service. They benefit only those 
in employment, and the benefits, although contin- 
ued in some cases, tend to lapse during any period 
of unemployment. ie 






















107. Probably the biggest employer providing 
medical services at the moment is the Defence Force, 
but as this subject is dealt with. later we shall 
refrain from further comment here. 


108. Certain State employees are entitled by 
terms of their appointment to free medical services. ' 
The South African Police and the Prisons Depart-| 
ment provide free medical treatment to policemen| 
and warders and their families, including hospital 


the cost of hospitalisation. The service is not com- 
plete because maternity ‘is excluded and extra 
medical attention outside what the District Surgeon 
can give is the responsibility of the individual, 
except where the Department concerned may decide 
otherwise. Specialist services are provided in the 
larger towns but, in the case of prison officers, 
anaesthetics, if not given by the District Surgeon, 
must be paid for by the member of the Force. In 
connection with maternity, a grant-in-aid of five 
guineas is made by the Department concérned on 
submission of a receipt showing that that amount 
has been spent. Dental treatment is provided on 
a basis of refunds to members of the Force on the 
production of a eertificate by a dental officer 
appointed by the Department, freedom of choice 
being allowed in the practitioner who ultimately 
does the work. Due to the absence of any barrier 
between the doctor and the patient, the service is 
efficient and satisfactory. 


109. The regulations made under the Native 
Labour Regulation Act lay down details of housing, 
as well as food, medical examinations and a full 
medical service. The hospitals built under the 
regulations are subject to inspection by the Depart- 
ment of Public Health. These regulations also 
apply to other employers who utilise recruited 
Native labour on mines and works. 


110. Among the many employers who make some 
provision for their workmen must be mentioned 


ISCOR, where a housing scheme forms part of the 


services. On the tour we had the opportunity of 
visiting the factory of Wilson & Company, Limited, 
at East London, where a*welfare services under the 
ene of an experienced social worker does good 
work. 


111. Under the Miners’ Phthisis Act, employers 
contribute to the cost of service. A Miners’ Phthisis 
Bureau has been established in Johannesburg where 
miners are regularly examined periodically, and 
where records are kept of all European miners. 
[The State contributes to the expenses of administra- 
tion of the scheme. The result has been very satis- 
factory in the case of Kuropeans, and many a man 
Is now prevented from continuing working under- 
eround when doing so would be detrimental to him. 
Vhe incidence of phthisis and tuberculosis amongst 
miners has been considerably reduced. 


4 112. The principle of workmen’s compensation is’ 


to ensure that employers shall pay for all medical 
attention and provide monetary compensation to any 
workman injured in the course of his duty, either 
by accident or by having contracted a scheduled 
industrial disease. In South Africa, the 1941 
Workmen’s Compensation Act provides for a State 
fund administered in the interests of the workmen, 
the income being derived solely from contributions 
made by employers, the fund bearing the cost of 
administration. — 


' 113. While at the moment it is not possible to 
state the exact number of persons covered, a rough 
estimate indicates that approximately one-and-a- 
half millions, or 15 per cent. of the population of 
the Union, comes under the fund. The majority of 
his number live in urban areas, as the Act applies 
mainly to industries and’ excludes domestic 
ervants, farm labourers and those engaged in 
police, military and naval service. Out-workers 
and any person earning over £750 per annum are 
also outside the provision of the Act. The services 
te administered by the Workmen’s Compensation 
ommissioner, who is assisted by a full-time 
medical officer. Medical aid and hospital treat- 
ment, etc., are not provided by a separate service 
a the Department, but existing agencies are 
tilised. The injured workman has the right to 
shoose his own doctor, this being regarded as an 
nportant factor, but he is also free to go to a 
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fracture clinic in any hospital. In evidence, the 
Commissioner informed us that ‘‘ the fact that so 
many of them do is significant ’’. | 


114. While the fund pays fees on an approved 
schedule, a certain limitation is imposed. Medical 
expenses are met for a period of one year with a 
limit of £100 in the case of non-Natives and £25 
in the case of Natives. In cases where the Com- 
missioner is of the opinion that there are circum- 
stances which warrant exception, further benefits 
can be given to a limit of £200 and £50 respectively. 
The Commissioner claims that the apparent dis- 
crimination against Natives is not as severe as 
appears at first sight because the fees to be charged 
for Natives are approximately 50 per cent. lless 
than for non-Natives, and the hospital about 30 to 
40 per cent. less. 


115. The Act also provides for any scheme 
designed by the Commissioner for the prevention 
of injury, and he is empowered to collect and record 
statistics relating to the occurrence of accidents’ 
and scheduled diseases. He has already appointed 
a statistician to carry out this work. Measures to 
secure hygienic conditions and safety devices are 
covered under various Acts relating to Factories, 
Workshops, Shops and Mines. Accident-prone 
persons may be detected by modern methods but 
there has been little opportunity to apply this in 
the Union. Under the Workmen’s Compensation 
Act the Commissioner has the power to allocate 
merit rating to employers who have a low accident 
rate in their works and can also penalise the 
negligent employer by awarding a special increase 
of compensation at the expense of the employer. 
In many cases employers, realising their responsi- 
bilities in this connection, have gone beyond the 
limits of legal obligation with accident prevention 
and welfare of their workers, and have established 
medical clinics with attendance for medical and _ 
nursing service at all hours of the day or night. 


116. A new feature contained in this Act, which 
could not operate in any but a State fund, is the 
section that provides for aiding injured workmen 
to return to work by reducing or removing any 
handicap resulting from their injuries. ‘The aim is 
not only to restore the workman to his previous 
occupation but, where that is not ‘possible, to 
educate him‘to undertake, even with his defective 
body, tasks involving new skill. Thus he will 
be enabled, in whole or in part, to earn his own 
livelihood again. This aspect has not yet been 
exploited as the Act has not been in operation for 
sufficient time to enable a start to be made. 
Another benefit accruing from this Act is the 
supply and/or repair of any artificial parts or any 
device necessitated by disablement. 


117. While this Act is very commendable and 
impinges on the provision of a health service, it 
is still only serving a comparatively small portion 
of the community, and is designed for a specific 
purpose, such purpose being one of the few 
examples of preventive, as well as curative and 
rehabilitative services. 


118. Generally speaking, the results in the 
groups mentioned under this section are excellent. 
The preventive aspect, however, is not sufficiently ~ 
in the foreground and no medical service can be 
considered entirely satisfactory: where such is the 
case. 

VoLUNTARY ORGANIZATIONS. 


119. Voluntary organizations have in the past 
performed, and are still performing, most valuable 
work in connection with the health of the people. 
Many of these bodies have taken the initiative in 
connection with some problem or other, and have 
instituted services which have ultimately grown 
beyond the capability of anybody but the State. 
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In most such cases in the past, the State has been 
more or less forced to take over the services. At 
the present moment, many such voluntary organiza- 
tions are still active, and this is desirable because 
there are some services they can give which the 
State is not in a position to provide. In this way, 
too, good citizenship is fostered, bringing about a 
closer understanding of the problems of the under- 
privileged by the more-privileged, that may lead 
not only to charitable services but ultimately to 
remedial and preventive health legislation. 


120. Many of the health activities of such bodies 
have emanated from their social work. An out- 
standing example of this is the Suid-Afrikaanse 
Vroue Federasie, which was constituted in 1902 
to assist the stricken people in the Transvaal in 
their rehabilitation after the war. 
grown the Mederale Vroueraad which, through its 
constituent bodies, the Suid-Afrikaanse Vroue 
Federasie in the Transvaal, the Afrikaanse Christe- 
like Vroue Vereniging in the Cape Province, the 
Oranje Vroue Vereniging in the Orange Free State, 
and the Natalse Christelike Vroue Vereniging in 
Natal, performs a great deal of poor relief and 
family and child welfare work. The problem of 
the sick poor has received constant attention. 
Several clinics (with a trained nurse in charge), 
where mother and children receive medical atten- 
tion and treatment, have been established in areas 
where they are urgently required—e.g., at the 
diamond diggings near Lichtenburg, in rural areas 
where there is no local authority, or in some urban 
areas where the local authority has failed to 
provide. 

Some branches provide nursing services 
school children when these are required in connec- 
tion with the treatment of tonsil and dental cases. 


District nursing services are also organized under 
Section 14 (a) of Act No. 57 of 19385, which makes 
provision for a subsidy of one-third of the salary 
of the nurse by the Department of Public Health. 


The Suid-Afrikaanse Vroue Federasie is doing 
a great national work in its maternity hospital, 
», Die Bond van Afrikaanse Moeders ”’, in Pretoria, 
where not only are midwives trained but a district 
maternity service has been organized. 


121. The. South African, Women’s Agricultural 
Umion (including the Women’s Institutes in Natal) 
also interest themselves in social welfare work, 
with the family as the basis. They have also 
organized nursing services in a number of areas, 
and are subsidised by the Department of Public 
Health towards the salary of the nurses. 


122. The South African Red Cross Society and 
the St. John Ambulance Association both aim at 
assisting the health authorities to combat disease, 
to provide relief in national and other serious 
emergencies, to organize classes for instruction in 
first-aid, home nursing, ambulance work, home 
hygiene and sanitation, and to establish trained 
voluntary aid units. Both also organize and train 
Junior Sections among the school children. They 
render valuable first-aid service at public functions 
—e.g., football matches, bioscopes, etc. 


123. The National Council for the Care of 
Cripples in South Africa aims at bringing into 
being an effective organization— 

(i) to ensure that all cripples, both European 
and non-European, will be able to receive 
adequate orthopaedic treatment, and 


(ii) to encourage parents to send their children 
for treatment during the early stages of the 
crippling disease. 

The Council’s comprehensive scheme embraces 
preventive services, hospital services, orthopaedic 
clinic feeder services, medical services, orthopaedic 
nursing services, orthopaedic workshops and 
appliances, as well as the specialised training of 


From this has © 
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personnel. The progress which has been made in 
orthopaedic services is largely due to voluntary 
effort. 


124. The South African Council for Child Wel- 
fare is the body officially recognised by the Govern- 
ment to assist with ‘the administration of the 
Children’s Act through its ninety-five Child Wel- 
fare Societies. Where no Mental Hygiene Societies 
exist, the Child Welfare Societies: have special 
committees dealing with mental health problems. 
Two itinerant Child Welfare Nurses are employed 
by the Council. These nurses inspect the services 
provided by the’ local Child Welfare Societies and 
sometimes stay in a centre for some time. They 
then work with the district nurse and demonstrate 
her duties to her. Occasionally the services of 
these nurses are put at the disposal of other organi- 
zations.in order to improve the district nursing 
services generally. 


125. Local Child Welfare Societies conduct pre- 
natal clinics, infant clinics and, in a few cases, 
clinics, including dental clinics, for pre-school 
children. At a few centres the local Society, in 
coéperation with the Education Department, main- 
tains and services a clinic for school children. 
Minor ailments clinics are conducted by most dis- 
trict nurses in the service of Child Welfare 
Societies. Considerable importance is attached to 
home visiting and health propaganda. 


126. The South African National Council for 
Mental Hygiene is the official representative body 
coérdinating the work of the Mental Hygiene 
Societies that supervise mentally-disordered and 
defective persons after discharge from State insti- 
tutions. At some centres the Societies hold regular 
clinics. One centre has the services of a Govern- 
ment psychiatrist, while others are assisted by 
psychiatrists in a voluntary capacity. Some 
Societies have established Child Guidance Clinics. 


127. Antt-Tuberculosis Societies: The Natal 
Anti-tuberculosis Association was formed in 1932 
with the purpose of rousing public opinion in order 
to induce the Government to take the necessary 
steps to combat tuberculosis. The King George V 
Hospital at Durban was established as the direct 
result of representations made by this voluntary’ 
organization. The Society made a national appeal 
for funds for an anti-tuberculosis campaign, and 
raised £100,000. The Society spends much time 
and money on the care of the dependants of tuber- 
culotic patients. | 


128. There are other societies working on similar 
lines. The Preventorium, near Pietermaritzburg, 
established by the Christmas Stamp Fund, and the 
Sunshine Homes for children with tuberculotic 
tendencies, are alll results of voluntary effort. 


129. The National Cancer Association of South 
Africa has concerned itself with propaganda and 
collecting data with regard to the incidence of 
cancer. As the result of this propaganda, oe 
cases have come to hospital for treatment in th 
early stages—when | still amenable to treatment. 
The main aim of the Association is to assist i 
establishing a Central Cancer Institute with a 
central clinic and several peripheral clinics for the 
diagnosis and treatment of cancer. 


130. The Natal Radium Trust collects funds a 
order to provide hospitals and institutions with 
radium. It has already collected £100,000, and has 
installed deep therapy X-ray plants at the Adding 
ton and Grey’s Hospitals. 


131. Such specialised organizations as the 
National Council for the Blind and the National 
Council for the Deaf concentrate on their specific. 
problems with the purpose of ensuring that good 
provision will ultimately be made for adequate 
curative and other services for the blind and deals 









District Nursina ASSOCIATIONS. 


132. The King Edward VII Order of Nurses was 
established in 1913 by Lord Gladstone, 
Governor-General, as a memorial to the late King 
Edward VII, with the object of providing skilled 
nursing for all sections of the people—paying, as 
well as the less fortunate—and has developed so 
that now a staff of eleven. Kuropean and nine non- 
European district nurses are employed in the field. 
Recently a Health Lecturer was appointed in Natal 
to give health talks and to supervise the work of 
the several district nurses. This has proved to be 
of great value and a progressive step. Much good 
work has been done by this Order, especially in 
the Ordnge River Settlements where between 800 
and 1,000 families are living. ; 


133. The Johannesburg District Nursing Asso- 
ciation is affiliated with the Order. During 1941, 
44,852 visits were paid. The number of cases is 
rapidly increasing because the Association has now 
undertaken the after-care of hospital patients. 
This District Nursing Service is conducted in con- 
junction with the Johannesburg Hospital Board 
and is, therefore, subsidized under Section 13 of 
Act No. 57 of 1935. 


Mepicat Missions to NATIVES. ~ 


134. Apart from mission hospitals, which will be 
treated in their proper place in Chapter 14, a good 
deal of curative work is done by missionaries and 
missionary agencies at clinics which may or may 
not be connected with a mission hospital, at 
schools, and casually in the course of mission work. 
Some mission hospitals also conduct district nursing 
services. 


1385. There is no record of these activities and, 
taken separately, most of them might appear as 
small-scale efforts; yet in the aggregate they play 
an honourable part among the few  extra- 
institutional curative services that are available 
to the Native people. 


136. The professional skill of such work varies 
in every degree from the case of the distinguished 
eye specialist to that of the missionary or his wife 
who, knowing little of medicine, yet feels impelled 
to do the best possible, but it all ranks high in 
terms of human service, and it all helps to lighten 
the fog of ignorance and wrong traditions. 


187. The value of the work done by voluntary 
organizations cannot be over-estimated, but there 
has been little, if any, planning of the geogra- 
phical distribution in relation to the needs: some 
areas are neglected, and in others there appears to 
be competition between rival bodies. 


PUBLIC AUTHORITIES. 
District SURGEONS. 


_ 188. The services to be considered in this section 
are those which are provided from public funds— 
central, provincial or local. Originally these ser- 
‘vices were a part of poor relief and, therefore, 
available to paupers only. With the march of 
time, however, the services have been extended sO 
that to-day in many instances, especially in the 
combat against venereal disease, they are placed 
at the disposal of every sufferer. The purely cura- 
tive services are still for the greatest part restricted 
to indigents, in most cases certified as such by 
a magistrate. The criteria applied in such cases 
vary a great deal and the method leads to many 
anomalies and abuses. To this group of' indigents 
belong almost all Natives, the majority of Coloureds 
and Indians, and about 300,000 Europeans. The 
needs of this group are met in country areas by the 
appointment of district surgeons and in the large 
towns by the out-patient departments of the general 
hospitals. Certain extra-institutional services are 
also rendered by mission hospitals, but not on a 


then — 
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scale sufficiently extensive to warrant further 
enlargement here. Compared with the number of 
doctors serving the million-and-a-halt or so of the 
financially-more-fortunate part of the population— 
i.e., some 2,000—there are 381 district surgeons to 
serve roughly 8,000,000. 


139. The district surgeon system has been in 
vogue in South Africa for a very long time. 
Although in principle very admirable, in actual 
are ar it has broken down, largely because of 
ack of funds. District surgeons are employed by 
the Department of Public Health and are appor- 
tioned according to the needs of the magisterial 
districts. While the ultimate cost of the services 
rendered to indigents was formerly borne by the 
Provinces, by Act No. 27 of 1940 pauper relief 
was taken over by the Union Government in all 
Provinces except Natal. When, therefore, extra 
fees fall to be paid to district surgeons, e.g., for 
travelling and major operations, these are ultimate- 
ly met by the Province in Natal instead of by the 
Union Government, as is the case elsewhere. 


140. The, duties of the district surgeon as set out 
in the contract with the Government are fully 
described in the Annual Report of the Department 
of Public Health for 1940, which reads as fol- 


lows :— 
** District Surgeon System. 


The District Surgeons are doing good work. 
They are apnointed for certain specific duties 
which, broadly, are defined as follows in their 
contracts with the Department :— 


“ (5) The District Surgeon will render all 
such medical, surgical and public health ser- 
vices as are required of him by the Govern- 
ment in his own area and in emergencies or. 
special circumstances in any neichhouring area 
where, in the opinion of the Minister or the 
Magistrate, the work can conveniently be done 
from his headquarters. Save as is otherwise 
specifically provided in this Agreement, all 
such services shall be entirely covered by his 
salary, ‘ ' 

(6) Unless otherwise specifically provided in 
this Agreement the services referred to in 
Clause (5) will include the following :— 

(a) To paupers or indigents, prisoners, 
gaol oficials, police, members of the Perma- 
nent Defence Force with their wives and 
families, and others for whose medical 
attendance and treatment the Government is 
resnonsitble.—All medical, surgical and 
obstetrical services (excepting such opera- 
tions—but not excepting ordinarv tooth ex- 
traction—as are not usually performed by 
general practitioners), and the furnishing of 
renorts and certificatés in connection there- 
with; also the supply of medicines (excent- 
ing cod liver oil, malt extract, patent foods, 
medical comforts, and similar articles) and 
dressings. 

(b) Medico-legal Work. Examination and 
Certification—in cases referred to the 
District Surgeon by competent authority— 
of accident and assault cases, cases of mental 
diseases and defects, including the perform-. 
ance of autopsies and assistance at inquests. 


(c) Public Health Work, either for the 
Government or for a Local Authority which 
has not appointed its own Medical Officer of 
Health, but desires to utilize the services 
of the District Surgeon: Investigation of 
infectious ‘diseases, sanitation, housing, 
malaria, leprosy, venereal diseases, special 
vaccination, routine public vaccination (for 
Government only) against smallpox, inclu- 
ding as far as reasonably possible, subse- 
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quent inspection and certification of same 
(at such intervals at Headquarters and in 
other urban areas in his area as the Minister 
may 
rural areas—all public vaccinations to be at 
places and times fixed for the purpose and 
notified by the Magistrate to the Public in 
advance, the District Surgeon to codperate 
and assist in the carrying out and enforce- 
ment of the law regarding vaccination in his 
area), and such other public health work as 
may be required of the District Surgeon by 
competent authority. 


(d) Medical examination of ben didiies for 
employment in the Public Service or for 
enrolment in the Police or Prisons Service 
or Permanent Defence Force, and Medical 
Boards on persons so employed, and on 
returned soldiers and members -of Union 
Defence Forces. Medical examination of 
recruits for the Active Citizen Force when 
specially required. 

(e) Acting when required as. assessor 
or medical arbitrator under the Workmen’s 
Compensation Laws, and the Native Labour 
Act No. 15 of 1911. and regulations there- 
under. 





consider necessary and annually in - 
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(f) Examinations and inspections under . 


the Factories’ Act, and medical examina- 
tions on behalf of the Labour Department. 


(g) Medical attendance at Defence Force 
Camps (including Cadet Camps) in his area 
or in adjoining areas, when, specially re- 
quired to do so in his capacity as District 
Surgeon on behalf of the Department of 
Defence. 

(h) Any other duty within the general 
scope of the Agreement required of him by 
the Government, or devolving on him as 
District Surgeon under any Act or Regula- 
tion, also keeping of prescribed records and 
registers, and the furnishing of prescribed 
annual and other reports and returns.’ ”’ 


141. The services rendered under this uniform 
contract vary considerably subject to the following 
factors :— 

(i) The interpretation of the legal definition of 

a nauner by Magistrates. Where one Magistrate 

will be generous in his conception of what con- 

stitutes a panver, another may be the very opvo- 
site and evidence was tendered to show that 
where, under a former Magistrate and District 

Surgeon, the travelling by the District Surgeon 

had amounted to 8.090 miles ner month, this 

had now been reduced to barely 1,000. Evidence 
was also laid hefore us to show that the inter- 
vention of the Divisional Councils in the Cane 

Province in connection with paupers in rural 

areas has caused chaos. 


(ii) The interest and energy of the District 
Surgeon are also important factors. Mention 
was made of the fact that since 1930, when a 

. post-graduate course for District Surgeons was 
instituted at the University of the Witwatersrand 
on the instigation of the District Surgeons’ 
Societv, a large number of District Surgeons have 

- availed themselves of this opportunity, with a 
consequent noticeable improvement in their work. 


(iii) Nature of communications and transport :, 


the conditions of roads and other communications 
must of necessity have a profozind effect upon 
the sevices, especially in the Native areas where 
often no “ones exist. 


(iv) The size of the area and the density of 


population are also factors which bear on the 
efficiency of the service. 


142. Of the 381 District Surgeons, 29 are employ- 
ed in a full-time capacity in most of the large 
towns of the Union and in certain country areas. 
In some districts of the Cape Province the cost of 
the salary is borne jointly by the Department and 
the local authorities where the District Surgeon 
also holds the post of Medical Officer of Health. 


Two of the full-time District Surgeons at coastal 
towns are also employed as Port Health Officers. 





143. Of the remaining 352 district surgeons who 
are employed part- time, 69 are Additional District, 
Surgeons. The main point of difference is that a 
District Surgeon is entitled to an allowance fou 
all travelling when he goes beyond a radius of three 
miles from his residence, whereas the Additional 
District Surgeon is paid a ‘travelling allowance only 
on any tr avelling done outside a radius of ten miles. . 
The salary of the Additional District. Surgeon is 
inclusive and he therefore receives no drug 
allowance. Strong evidence was placed before us 
that these conditions are unfair and do not give 
the best results. - si 


(144. Although the dininet surgeons’ system may 
be sound theoretically, much evidence was tendered 
us to show that in operation it is anything but 
satisfactory. The conflict created between the 
private practice of the doctor and his duty under 
his agreement appears to be detrimental to the best 
service. The difficulties experienced by many 
people and the delay involved in obtaining services 
were the subject of many complaints. Tt was also 
pointed out that the multifarious duties of the 
District Surgeon made it impossible for him to 
carry them all out well. An ex-District Surgeon, 
of many years standing, pointed out the difficulties 
arising out of the division of responsibility for 
infectious disease and other health services. 





145. An improvement in the service to the people 
in country areas was brought about by the amend- 
ment of the Public Health Act in 1927, whereby 
it became possible for district surgeons to be sent 
on periodic tours. The arrangement is that the 
district surgeon on such a tour is available also for 


private patients, with the understanding that when 


consulted on -his tour, the fees to be charged are 
the same as when consulted at his residence. Any - 
travelling undertaken for private patients away 
from the route of the tour may be charged for at 
private rates only from the point of departure from 
the regular route. Such tours have been instituted 
in a number of districts and are carried out at 
regular intervals, with great benefit to the popula- 
tion of the area. 


146. There appears to be no doubt that a 
services are, at the present moment, inadequate. 
All witnesses were unanimous that it was not the 
fault of the doctors so much as the failure of the 
system which caused all the trouble. While it was 
clear that the Government was prepared to provide 
services for all sufferers from venereal disease, free’ 
of charge, and had issued instructions that efforts 
were to be made to cure the disease, this had not 
always been the case. Apparently the attitude of 
the Department had formerly been that the pre- 
vention of spread of ae oe was the main object 
in treatment. 


WHOLE-TIME AND SUBSIDISED NURSING AND — 
Mipwirery SERVICES. 

147. These are services which have been ites 
tuted to fill in the gaps in the existing services of 
voluntary organizations, mission hospitals, etc. 
By the provisions of Act No. 57 of 1935, the 
Minister of Public Health can subsidise nurses 
and midwives under varying conditions. 





148, Section 13 permits a part-refund on a 
subsidy paid by a Provincial Administration in 
respect of a nursing and midwifery service main- 


tained ‘‘ outside but in connection with the hos- 
pital.’’ by any Hospital Board. One hundred and 
thirty-seven Kuropean and forty-four non-Euro- 
pean nurses are employed under this Section. 


149. Section 14 (a) makes provision for the sub- 
sidisation of nurses employed by a charitable 
organization or local authority, subject to the 
recommendation of the Department of Public 
Health. The Chief Health Officer must certify 
“that the arrangements in connection with the 
appointment of such nurse or midwife are satis- 
factory and the best practicable and that the 


duties in question have been satisfactorily per- — 


formed ’’. Ninety-seven European and _ twenty- 
eight non-European ‘women are employed in this 
way. 


, 


Seder Section 14) (6), the Minister may: 


subsidise registered nurses or midwives to enable 
them to practice in an area. Under these provi- 
sions, sixty-eight European and three non-EKuro- 
pean nurses and midwives are engaged. 


151. A further provision of this Section makes it 


possible for the Minister, where neither of the. 
above sub-sections apply, to appoint ‘‘ subject to. 


the provisions of the law governing the public 
service, at such salary and on such conditions of 
service as he may determine, so many nurses and 
midwives registered as aforesaid, as are in his 
opinion necessary to render service in such areas ’’. 
We understand, however, that no nurses or mid- 
wives have been appointed under this proviso. 


152. Section 15 of the Act deals with nursing and 
midwifery services in Native areas. Again, under 
sub-section (a), subsidy can be given in the case of 
nurse or midwife employed by an organization; 
ten European and seventy-nine non-European 
nurses or midwives are so engaged, all, however, 
serving Natives only. 


1538. Under sub-section (b), a subsidy can be 
given to individual nurses or midwives to enable 
them to practice in a particular area, also to serve 
Natives; seventy-eight non-European nurses or 
midwives are so employed. . 


HeauttH UNITs. 


154. During the last few years, Government 
Departments have established settlements with 
various objects, amongst which is that of rehabili- 
tation. In most of these settlements no provision 
has been made for health services, other than that 
of the local district surgeon. As there was no 
central planning or codrdination, much overlapping 
‘has been the result. More recently, however, the 
Department of Public Health has established 
“Health Units designed to serve the entire com- 
‘munity. ~ At Polela in the Bulwer District in Natal, 
‘a Health Unit was established, but although the 
original intention was that this should be solely 
‘preventive, it has been found impossible to main- 
tain that attitude. The Unit serves only the 
Natives in the location, and their insistence for 
‘curative services has been so great that these have 
had to be provided. The personnel of the Unit 
consist of a medical officer, a part-time assistant 
‘medical officer, one medical aid (specially trained 
at Polela in preventive work), and a number of 
health assistants. Also at Bushbuckridge in the 
‘Transvaal such a Unit has-been established. At 
Karatara Settlement in the Knysna district, the 
Departments of Social Welfare and Health have 
collaborated in providing a health centre which 
serves the ‘settlement in all respects. The main 
consideration in both these types of scheme is the 
‘combination of preventive with curative services, 
thus uniting the various strands which go to make 
up a complete health service. Although it is early 
to form any considered judgment on the value of 


these schemes, there is sufficient evidence that the. 


basic concept of offering the combined service, 


; 
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preventive and curative, through the same agency, 
is sound and is the way to get the people interested. 
In this manner the health service is brought among 
the people, and this should be the basis of any 
organized health service of the future. 


ScHoot Mepicat SERVICES. 


_ 155. In the previous chapter the medical inspec- 

tion of schools was discussed from the angle of 
preventive service. It is necessary here to draw 
attention to the curative services which have de- 
veloped in connection therewith. Strictly speaking, 
the medical inspection of schools is not a health 
activity at all, but an educational function—viz., 
to determine the psychological and physiological 
causes of the retardation of a pupil. Once that 
has been- established, the duties of the medical 
inspection have been completed. Owing, however, 
to the insistence of the people for ‘ 
be done about it ’’, the authorities have been forced 
to go beyond their intention and provide such ser- 
vices as lay within their power. The services con- 
sist of school nurses, general school clinics, child 
guidance clinics, bilharzia treatment camps in the 
Transvaal, and dental clinics in the larger towns. 
This position has arisen because there was no pro- 
vision for proper medical services. The services 
are fragmentary and totally inadequate, with the 
result that the whole situation is unsatisfactory. 
When, however, a national health service has been 
instituted which will make available through 
health centres a complete service based on the 
family as the unit, this necessity will cease. While 
the Provinces might then still continue the medical 
inspection of schools with the object of determining 
retardation and its causes, the curative work will 
be left to the health service and will be carried out 
more efficiently if there is codperation between the 
inspectoral service and the health centre. When a 
defect is detected in a child, it will then be the 
duty of the medical inspector to notify not only the 
parent of the child, but also the health centre under 
whose aegis the child would normally fall. 


Loca AuTHoRITY SERVICES. 
156. While many local authorities have made 


provision for the treatment of venereal disease and 


tuberculosis by means of clinics, only a few have 
gone so far as to employ a special medical officer 
for domiciliary services. 


157. The object of the services is to provide 
treatment for veneral disease and to prevent its 
spread in the community. The treatment should 
further aim to cure the patient so as to prevent the 
occurrence of the late sequalae in the victims. It 
is also desirable to follow up tuberculotic cases and 
to observe the contacts of infective tuberculosis. 
In this way the disease can be discovered at an 
early stage and treatment instituted as soon as pos- 
sible after symptoms appear. 


158. The Public Health Act makes provision for 
contribution by the Union and Provincial authori- 
ties towards the cost incurred in the execution of 
schemes for these purposes. The provisions of the 
law are purely permissive as far as local authori- 
ties are concerned, and the Government cannot 
compel any local authority to establish a clinic or 
other form of treatment. 


159. Practically every major local authority has 
venereal diseases clinics, where treatment is given 
free to all sufferers from venereal disease. Even 
where the local authority has failed to provide a 
clinic, some service in this connection is provided 


' by the district surgeon acting under the magistrate 


and the Department of Public Health. In all these 
cases the Department of Public Health supplies 
the necessary drugs free of charge. 


“something to: . 


_ — 
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160. The more progressive local authorities have 
follow-up services in connection with both the 
venereal disease and tuberculosis clinics. In the 
case of veneral diseases, attention is paid to the 
discovery of contacts and defaulters, while in the 
latter attention is paid to the home conditions of 
the sufferers. 


161. There has been ample evidence to prove that 
the establishment of clinics at strategic points has 
been very valuable, and these should be extended 
until they are within reasonable distance of all sec- 
tions of the community. 


162. A few municipalities have established free 
clinics for all those living within the municipal 
boundary; some of these are conducted by health 
visitors with regular and frequent visits from the 
medical officer. Certain days are reserved for 
special ailments and patients attend on those days 
when the doctors visit. In most cases these clinics 
have also been the means of establishing contact 
between the health Visitors and the public, and a 
great deal of education in health has been carried 
out by health visitors. 


163. Certain major local authorities have insti- 
tuted curative services in Native locations, the most 
notable examples being Johannesburg at Orlando 
Township, Port Elizabeth at New Brighton, Cape 
Town at Langa location, and Germiston, where a 
complete service has been established. It must be 
noted that the ratio of one doctor to 1,000 people 
is nowhere approximated in these schemes. Effec- 
tiveness has been achieved by good organization, 
including keeping of records, linkage with other 
social services, and the employment ‘of numerous 
auxiliaries. 


164. It is very difficult to assess the results 
obtained in these services, especially in connection 
with veneral disease. Here an efficient system of 
follow-up is the key to success and essential for any 
conclusion. In connection with tuberculosis, it is 
self-evident that a service of clinics alone cannot 
solve the problem. Clinics must be linked up with 
much improved environmental services, with better 
nutrition and housing, with increased hospital and 
sanatorium accommodation, and with a fully- 
organized rehabilitation service. 


165. In a number of sub-economic housing 
schemes undertaken in various parts of the country, 
provision has been made for the establishment of 
clinics rendering services of a varied nature; very 
often these are conducted in connection with the 
community centre of the housing scheme. 


Ovut-PATIENT DEPARTMENTS OF GENERAL HOSPITALS. 


166. Most general hospitals provide an out-patient 
department where indigent people can obtain cura- 
tive treatment. Even in some smaller hospitals, 
where a resident medical officer is employed, some 
such service is rendered. A means test is applied 
to all patients, but otherwise the services are fairly 
full and free to indigents. This service has de- 
veloped from what was originally merely a facility 
for ex-in-patients who could attend for further treat- 
ment after their discharge from hospital. Then, also, 
injuries began to be treated in order to prevent 
them becoming hospital cases, and finally the 
present condition has come about that any sick 
person can be attended. A vitiating factor in many 
cases is the situation of the hospital. It was 
pointed out to us that, for example, at Groote 
Schuur Hospital (Cape Town), some of the patients 
come from a great distance and have to wait long 
hours before they can be helped. A later develop- 
ment to cope with: this difficulty is the establish- 
ment of decentralised clinics, examples of which 
can be seen in Boksburg, where the hospital has for 
some years conducted a clinic at Benoni, six miles 
away, to which it sends its resident medical officers. 
The Johannesburg General Hospital now conducts 
a poly-clinic jointly with the municipality. 
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167. In this connection it is again practically 
impossible to estimate the services rendered. The 


indications are that such service as is provided is 


not enough to meet the needs of the people in the 
area. Health centres situated at strategic points 


in cities and towns will meet the case more 
efficiently and should, therefore, play a big part in 


the health services of the future. 


“Comments by Senator C. L. Henderson on the matter — 


referred to in paragraph 88. 


UNREGISTERED PRACTITIONERS. 


In dissenting from the above decision it is nece- ; 
ssary to state what actually happened in Russia. * 


True, these Nature Health practitioners dis- 


appeared after the establishment of the National © 


Health Services, but an opportunity was given them 
to pass a certain test. 
to have the requisite qualifications were passed into 






1 


? 


Those who were considered ~ 


the University to complete their training free and ~ 


the others who did not come up to standard were 
drafted into other avenues of employment for which 
they were also trained at the expense of the State. 
Under such circumstances there was no hardship 
imposed, but it must be recognised that a different 


economic system prevails in Russia and it is doubt- — 


ful, therefore, whether South Africa is far enough 
advanced to adopt a similar course. 


Realising the fact, however, that Nature Health 
practitioners.do exist in South Africa; that the 
public are more and more making use of their ser- 
vices; that it is evident that there are many not 
only unregistered but also unqualified, the question 
cannot be avoided in the interests of the health and 
well-being of the community, or be disposed of in 
the terms of the report. We have no reason to dis- 
believe their statement in evidence that they deal 


with cases which registered medical practitioners — 


have been unable to benefit, and similarly have 
referred cases outside their scope to registered prac- 
titioners for medical treatment, nor refuse to ack- 
nowledge that the responsible members of their 
profession are an aid to a healthy community. 


Therefore, if there is to be a national health 
service, it is desirable that some system of control 
be instituted not only for the protection of those 
trained practitioners but even more for the protec- 
tion of the public at large. They are either a 
menace to health and as such should be abolished, 
or they are an assistant to the well-being and there- 
fore ought to be under State control. 


They should be registered according to their — 


qualifications—a curriculum laid down and a stands 
ard of knowledge, training and practice adopted 
which in the long run.will eliminate the opportunist 


and place the trained practitioner in his true . 


perspective in relation to the health of the com- 
munity. 


CHAPTER XIV. 


PERSONAL CURATIVE SERVICES 
(INSTITUTIONAL). 


HistToricaL INTRODUCTION. 


1. Special institutions for the care of the sick 
have always been the meeting-place of mercy and 
truth, of historic faiths and contemporary science. — 
Their adequacy, as to number and quality, in any 
country is a sure measure of its advancement in 
civilisation. They have been known in South 
Africa ever since the European first established 
himself in the country. There was a hospital at 
Mozambique, founded by the Portuguese and con- 
ducted by members of the Order of St. John, 
fifteen years before van Riebeek landed at the 
Cape in 1652. From the very beginning of the 


Cape settlement a hospital was maintained, in ful- 
filment indeed of one of the main purposes of 
having a settlement at all. This hospital and its 
successors were almost exclusively naval and mili- 
tary establishments. Hospitals intended for 
civilians owed their origin here, as elsewhere in 
the world, to private initiative and benevolence. 
In 1818, Dr. Bailey—‘‘a quite strenuous So- 
cialist ’’, to quote Dr.-P. W. Laidler’s descrip- 
tion—at his own expense built the original portion 
of the “‘ Old’’ Somerset Hospital in Cape Town, 
for the reception of sick merchant. seamen and poor 
people, including slaves. ‘Two years later the 
hospital was taken over by the Burgher Senate, 
but continued to depend partly upon charitable 
subscriptions... 


2. The story of this, the oldest of the Union’s 
public hospitals, has been repeated many times 
since, and is still being repeated. Almost without 
exception,* in every town in the Union which 
boasts a public hospital at all, local voluntary 
eitort has pioneered its establishment; and, even 
after the authorities have assumed principal 
financial responsibility and administrative control, 
local interest has been continued, as witness the 
unpaid services of hospital boards and visiting 
medical stafis; and has been encouraged to con- 
tinue by the devices in hospital ordinances for 
stimulating charitable contributions. ‘To this day, 
the satisfaction of the hospital requirements of some 
three million of the Union’s population—the rural 
Natives—is still left mainly to the resources of 
philanthropy. 


3. Dr. P. W. Laidler, to whose account of 
** Medical Establishments and Institutions at the 
Cape’’ t thése paragraphs are indebted, quotes 
the following verse which, as he remarks, crystal- 
ca the early nineteenth century outlook on hospi- 
tals : — ; 


_“ Home of the homeless! blest retreat, 
_ Where friendless wretches friends may meet, 
_ Kach needful help to proffer ; 
Where poverty on wealth may lean 
_ For every succour—such the scene 


The Hospital should offer.’’ ¢ 


This outlook, indeed, persisted not only through 
the nineteenth century but well into the twentieth :. 
for it can hardly have been absent from the minds 
oft the framers of our Constitution when, in a 
‘single phrase, they assigned to the Provincial Coun- 
cils the control of ‘‘ hospitals and charitable 
‘institutions ’’. 


_ 4. The nineteenth century outlook is easily 
understood when we consider the social circum- 
‘stances of the times, and the character of the public 
hospital. Medical and even surgical nursing had 
not yet become so highly technical in human 
kill and material equipment required, that it could 
not be satisfactorily carried out by lay persons, act- 
ing under verbal direction of doctors and _ utilising 
the resources available in any well-to-do home. 
Special institutions were required for the sick poor, 
primarily on account of their poverty, not their 
sickness; and, when to-day we are shocked to read 
of the low standards of construction, of equipment, 
of feeding and of nursing which prevailed in the 
Majority of public hospitals during most of the 
ineteenth century, it is well to remember that 
they were superior in all these respects to the condi- 


















-*The splendid King Edward VIII Hospital in Pana 
built entirely at the cost of the Natal Provincia 
Council, is really no exception as it is in effect simply 
the non-European section of the Addington’ Hospital ; 
similarly with regard to the Coronation Hospital in 


Johannesburg. 
t Articles jin the South African Medical Journal 


1937-39 


‘ t Published in The New Monthly Magazine, 1825. 
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tions under which their inmates would have suffered 
had they remained in their own homes. Such being 
the hospital standards, however, it is easy to under- 
stand why those whose domestic resources could 
possibly enable them to do so preferred to be nursed 
in their own homes, even through the most severe 
and prolonged illnesses. 


5. This attitude towards the public hospital was 
brought to South Africa by the immigrants from 
Britain during the nineteenth century. Actually 
there was much less justification for it in the new 
country. For in South Africa the public hospital 
did not cater for the poorest classes, who were 
aborigines and not yet ‘* hospital-minded ’’. They 
catered for a European community in which there 
were not the extremes of poverty and wealth that 
characterised contemporary society in Britain. 
Unlike the ‘‘ voluntary ’’ hospitals in Britain, 
which received only free patients, the public hospi- 
tals in South Africa at a very early stage, and 
in many cases from the beginning, provided wards 
for paying patients as well. 


6. By the end of the nineteenth century, how- 
ever, a very important change was taking place in 
the fundamental nature of the service which hospi- 
tals had to render to the sick. No longer was it 
true that the well-to-do could be nursed just as 
well in their own homes, by their own womentolk 
or by hired women with ‘‘ sick-room experience ”’ 
rather than technical training; nor was it true 
that the sick poor required hospitals solely on 
account of their poverty. For rich and poor alike 
the hospital was now the only place in which they 
could receive the best care that medical science 
could give.- Medicine had made enormous strides 
during the century and its techniques now required 
the skill of specially-trained staff and specialized 
equipment, which could not be installed in private 
houses even if money were no object. Antiseptic 
and aseptic surgery, with the consequent enormous- 
ly enlarged range of operations, were principally 
responsible for hospital equipmentsbecoming highly 
technical. Nursing had now become a skilled 
profession, so that it was more economical to place 
patients in a hospital where one nurse could attend 
to several at a time, than to bring’a nurse to each 
patient in his own home. 


7. Thus the position was reached that treatment 
in hospital was desirable in all cases of severe ill- 
ness, whatever the social and economic status of 
the patient. In Europe, for the reason that hither- 
to hospitals had been essentially charitable institu- 
tions and remained so in that they did not charge 
fees, private hospitals and nursing homes came into 
existence in order to serve the wealthier classes. 
They had their counterpart in South Africa, main- 
ly in the large cities; but, as we have already 
noted, nearly all the public hospitals in this country 
catered also for paying patients, so that there was 
not the same. sharp distinction between the two 
classes of hospitals. 


8. The present century has been marked by still 
further developments in the techniques of diagnosis 
and treatment. In the diagnostic field there has 
been the elaboration of radiological and of bio- 
chemical methods of investigation. In the thera- 
peutic field there have been, in addition to 
continued advance in surgery proper, the ever- 
widening range of physio-therapeutic procedures 
and the new chemotherapy, the latter often re- 
quiring for its successful application such con- 
tinuous observation of the patient as is possible only 
in hospital. All these necessitate not only expensive 
apparatus but also the services of highly-trained 
personnel, with the inevitable consequence that 
the costs of hospital care are continually rising. 


CHaprer XIV. 


9. The position reached today then, is that insti- 
tutional treatment is becoming so expensive that 
it can scarcely be provided in private hospitals 
except at a cost beyond the means of all but the 
wealthiest members of the community. Nor is this 
ditticulty entirely met by the provision of paying 
or part-paying beds in public hospitals, a device 


which for its equitable application requires the © 


vigilance of the hospital almoner, and is open to 
anomalies if not abuses. This has given rise to a 
growing demand for universal free hospitalization 
even if it involves general personal taxation. 


10. Reverting to the historical development of 
hospital arrangements in the Union, we come next 
to the important land-mark of 1910. In this year 
the Constitution of the Union assigned to the 
Provinces the power to make ordinances for the 
control of ‘‘ hospitals and charitable institutions ’’. 
Within two or three years the Provinces, except 
Natal, had all promulgated hospital ordinances. 


11. The most interesting and significant feature 
of these ordinances was that they dealt only with 
public general hospitals. In respect of such hospi- 
tals the ordinances Jaid down the constitutions of 
local hospital boards, and the principles upon which 
subsidies would be paid to them from Provincial 
and, in the Cape, local authority funds. 
be noted that in the three Provinces local hospital 
boards were then, as they still remain, autonomous; 
although their autonomy in the Cape and Orange 
Free State is now being threatened. In Natal, 
however, the boards of public hospitals (except that 
of Grey’s Hospital prior to 1922) have never been 
autonomous, the hospitals falling under the direct 
control of the provincial authority. Provincial 
ordinances have also laid down the types of hospi- 
tal which may be established by public authorities. 
The types hitherto authorised are simply variants 
of the ‘‘ general ’’ hospital, and each will be dealt 
with in its appropriate place in subsequent sections 
of this chapter. They do not include ‘‘ isolation ”’ 
and ‘‘ mental ’’ hospitals. 


12. Grants to private hospitals have been made 
by the Provinces, apparently for one or other of 
two reasons. In some cases the continued existence 
of the private hospital relieved the Provincial 
Administration of the duty of establishing a public 
hospital, so that it was more economical to subsidise 
the private hospital. A noteworthy example of this 
is afforded by the Elim Hospital in the Zoutpans- 
berg, which for years catered for Europeans as well 
as Natives in that vast area, the nearest public 
hospital being as far south as Pietersburg. The 
authorities of that hospital justly complained 
that the grants they receive are far less than they 


would have received had the same formula 
been applied to their needs as is applied 
to public hospitals in general. In the case 


of mission hospitals block-grants have been given 
rather as grants to ‘‘ charitable institutions ’’ than 
as subsidies to what are, in effect, publie hospitals 
in Native rural areas. The far-reaching effects of 
this attitude will be discussed fully elsewhere in 
this report. 
expressed regarding the evasion by the Provinces, 
at the expense of private philanthropy, of their 
moral if not legal obligations in regard to hos- 
pitalisation. 


13. There was nothing in any of the ordinances, 
nor in contemporary statements of provincial policy 
with regard to hospitals, to suggest that the 
Provinces as such were prepared to’ provide as many 
free beds as the needs of the population might 
require. Nothing more was contemplated than the 
control of such hospitals as existed or might be 
brought into being as a result of local initiative. 
This attitude is best appreciated after a comparison 
with the provincial policy in regard to education, 


It is to. 
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Considerable feeling has often been 


which recognises the duty of the Administration 


entire European child population, independent of 
any interest or initiative shown locally. These 
remarks are not intended to disparage 
Provinces but merely to make clear the accepted 


the 


pm aie ey easel 


to provide as many schools as are required for the 


limits of provincial responsibility and activity at_ 
the time of Union and for many years afterwards. — 


14. Apart from the public general hospital and 


g 


its direct off-shoots—convalescent and maternity 


homes, children’s and 


orthopaedic hospitals, © 


chronic sick homes—there are four other major 


categories of hospital in the Union: private, isola- 
tion, mental and leprosy. 


15. Private hospitals in the Union may be. 


divided into two sub-categories—those which exist 


‘* for gain ’’ to their proprietors, and those which 
do not. The latter may be further divided into 


r 
. 


those established in fulfilment of statutory require-— 


ments—the mine and Indian Immigration Bureau. 


hospitals: and those established for purely philan- 


thropic reasons—the mission hospitals. . 


16. Section 133 of the Public Health Act of 1919 


empowered the Minister administering the Act to 
make ‘‘ 
or maternity homes or other premises where nursing 
is carried on for gain ’’. Regulations were promul- 
gated in 1920 and have been amended several times 
since. In view of claims which have llately been 
made with regard to the ‘‘ provincial control ”’ of 
hospitals, it is interesting to note that, from 1910 
to 1919, the Provinces made no attempt to control 
or supervise private hospitals. go 


17. The regulation made the Department of 
Public Health, with power of delegation to any 


regulations as to the inspection of nursing — 


local authority employing a whole-time medical — 
officer of health (an official whose appointment is’ 


sanctioned and subsidised by the Department), the — 


inspectoral and registering authority. : 


18. The regulations themselves expressly exclude 
from their purview provincially-controlle 
hospitals, local authority (infectious diseases) 
hospitals, mental hospitals; and, by implication, 
mine hospitals, Indian Immigration Bureau 
hospitals and mission hospitals, at none of which 
is nursing carried on “‘ for gain ’’. 


19. The private hospitals and nursing homes 
which they do control have fallen into fairly well 
defined categories: the large, specially-built, well- 
equipped institution in a town where there is also 
a public hospital; and the small institution, often 
merely a converted private house, owned and con- 
ducted by one or two nurses and catering mainly 
for maternity cases, although in a small town 
where there is no public hospital general cases may 
be nursed as well. The first category caters almost 


(public) - 


exclusively for the well-to-do classes; whereas the 


latter, especially on the Platieland, caters for all 
classes. Between them, as is elaborated more fully 
elsewhere, they make no mean contribution to the 
total number of beds available for general cases 
throughout the country as a whole. 


CS 
#«, 


20, The mine and Indian Immigration Bureau hos- ; 


pitals constitute a very interesting group, brought 
into being in consequence of peculiarly South Afri-— 


can arrangements with regard to labour supply, 


and since copied elsewhere. Although not nearly as 
well known as the mine hospitals, the Indian Immi- 


gration Bureau hospitals were in existence first. 


The pre-Union Natal Government thought it just 


that the burden of the hospitalisation of Indians, 


who had been imported into the Colony to meet the 
labour requirements of a certain class 
industrialists, should fall upon the flatter and not 
upon the general public. Accordingly, a special 


of © 


tax was levied upon employers of Indians, the pro-_ 


ceeds of which were paid into a fund administered 


« 










by the Indian Immigration Bureau, which utilised 
it to establish special hospitals under its own. con- 
trol, thus relieving the public .hospital of what 
might otherwise have become a very heavy burden. 
This tax and these hospitals still exist, although 
some of the latter have now been diverted to other 
‘uses. 


: 21. Similarly, the Union Legislature in 1911 
[passed the Native Labour Regulation Act, under 
which regulations were laid down imposing upon 
the gold and other mining industries the duty of 
providing hygienic housing, adequate diet and 
Paitals for the large numbers of Native labourers 
employed by them. In this case the employers did 
not pay a monetary tax to the authorities for them 
to use in the establishment and maintenance of 
hospitals for the mine labourers, but they 
provided hospitals themselves in accordance with 
the requirements of the regulations. The latter 
ae in detail the ratio of beds, floor space, 
tubic capacity and so forth. Provision was made 
or imspection of the hospitals by Government 
fficials. 









the hospital system in South Africa, the establish- 
ment of the mine hospitals threw, as was intended, 
upon the employers a responsibility which other- 
wise would have fallen upon the community as a 
whole, relieving both provincial taxation and local 


rates. The development of secondary industries, 
however, which collectively are drawing or soon 
will draw as many Natives to the towns, often with 
their families as well, has not been accompanied 
by the passing of parallel legislation. 
results of this has been the increasing pressure 
upon the non-European sections of public hospitals 
in all the chief industrial centres. It may be noted, 
however, that ISCOR is making provision for the 
hospital needs of at least some of their Native 
employees. 


_ 29. Mission hospitals, with few exceptions, have 
een established in rural areas where there are no 
| authorities capable of making financial con- 
ributions or of supplying the nucleus of a hospital 
board 1m -conformity with provincial ordinances. 
Moreover, the people themselves are too backward, 
| in any case too poor, to provide local charitable 
rt, so that again it becomes impossible to con- 
e a statutory hospital board. Thus, as has 
sady been noted, these hospitals have not been 
le to secure provincial subsidies on a statutory 

The sole exception is the Victoria Hospital 
vedale, for which special provision was made 



























mission hospitals attracted very few patients, 
ere was a fear of entering such institutions. 
f late years, however, the Natives, even in the 

al areas, have become more hospital-minded and 
he mission hospitals are struggling to extend their 
constantly over-taxed accommodation. 


Another great group of institutions for the 
modation of the sick is that which derives 
the lazaretto of the Middle Ages. The laza- 
“made provision for lepers and other ‘‘ un- 
ables ’’, isolated from their fellows not only 
se of their physical repulsiveness and the fear 
hysical contagion, but. often on moral and 
ous grounds as well. Closely allied to them 
the bedlams or madhouses in which, once 


the remainder of the community than to afford- 

any real- alleviation of the condition of their 
Tetched inhabitants. The bacteriological dis- 
Coveries of the nineteenth century revealed that 
there was indeed scientific sanction for the isolation 
of lepers and sufierers from infectious disease, 
usually of a febrile nature. 
tistence the ‘‘ fever hospitals’’ as they were 
lled, to distinguish them from “ leper asylums 


we 


One of the - 


e Cape Hospital Ordinance. In the earlier 


in, isolation was rather with a view to protect-- 


Thus there came into- 
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22. From the viewpoint of the development of — 
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where the disease treated was not markedly febrile. 
Pulmonary tuberculosis, which in its earlier stages 
is only slightly febrile and at no stage physically 
repulsive, in the earlier nineteenth century and 
indeed right up to the date of Koch’s great dis- 
covery of the tubercle bacillus in 1884, escaped 
isolation in ‘‘ fever ’? hospitals; and thus its vic- 
tims were left to spread their infection amongst 
populations which, throughout the world, were 
becoming industrialised and at the same time - 
living largely on de-natured foods. 


25. The isolation of lepers was institutéd in the 
Cape well over a century ago, at a settlement known 
as ‘‘ Hemel-en-Aarde ’’—a title chosen for it by 
the administration and not by its inmates, and 


despite the title it became necessary in 1825 to 


appoint a Leprosy Commission to enquire into its 
affairs (the first of a long series of ad hoc commis- 
sions on special aspects of public health problems). 
From the first leprosy was regarded as a national 
responsibility, and has remained so to this day. 
In 1845 Robben Island -became the site of the 
leprosy ‘settlement. At the time of Union the 
settlement was placed under the Department of the 
Interior, where it remained even after the creation 
of the Department of Public Health, to which it 
was not transferred until 1924. This may seem 
anomalous unless it is borne in mind that up to 
that date leprosy was regarded as an incurable and 
potentially always highly-infectious disease; and 
the principal purpose of leprosy settlements was not 
the treatment of the sufferer, but his compulsory 
and perpetual isolation. The restraint upon.per- 
sonal liberty which this involved was the principal 
reason for placing the settlements: under the 
Department of the Interior, which dealt with such 
questions. It was for the same reason that mental 
hospitals were for so long under the control of the 
same Department. However, about 1923, there 


‘came the discoveries which promised hope of cure 


or arrest of leprosy, provided it was brought under 
treatment at a sufficiently early stage, with possi- 
bility of release and return home. A new policy 
was based upon this discovery and this hope; and 
leprosy institutions were thus appropriately placed 
under the Department of Public Health. By this 
time there were several other institutions, one of 
which owed its origin to the philanthropic enter- 
prise and devotion of the late Mrs. Franz at 
Bochem, in the Northern Transvaal. 


26. The most notable isolation hospital in the 
Union—at ‘Rietfontein, just outside Johannesburg 
—although established under official auspices at 
the time of a severe epidemic of smallpox on the 
Reef in the late nineties, also owed much to the 
energy of an individual, the late Dr. Max Mehliss, 
who laboured there for thirty years. This hospital 
catered and still caters for sufferers from venereal 
diseases, smallpox and other ‘‘ formidable ”’ epi- 
demic diseases. Like the Robben Island settle- 
ments, it has always been under central Government 
control. 


27. Although provision thus existed, under the 
control of the Union Government, for the isolation 
of the more serious types of infectious disease— 
Tempe Hospital at Bloemfontein and Salisbury 


-Tsland at Durban serving the requirements of the 


two other Provinces—for several years after the 
founding of Union there was uncertainty as to the 
administrative and financial responsibility for the 
suppression of outbreaks of less formidable infec- 
tions, including the provision of isolation accom- 
modation. é 


98. One of the outstanding contributions of the 
Public Health Act was that it definitely settled 
this question. It laid upon the local authorities 
the primary duty of dealing with any outbreak of 
any infectious, communicable or _ preventable 
disease, and as a means to this end empowered 
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local authorities to provide and maintain infec- 
tious diseases hospitals, as they were now called, 
and made provision for liberal part-refunds of the 
capital and maintenance costs of such institutions. 


29. The Act also gave the Minister power to 
require local authorities to provide isolation hos- 
pitals for diseases other than venereal diseases. 
also gave him power himself to establish tuber- 
culosis and venereal diseases hospitals. Local 
authorities were given power to establish venereal 
diseases hospitals and were encouraged to do so by 
the provision of a two-thirds refund of capital and 
maintenance charges, but the Minister could not 
Pompe a local authority to establish such a hos- 
pital. . 


It - 
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30. In practice, all the major and many of the - 


minor urban local authorities have established 
isolation hospitals under the provisions of the Act, 
and it has not been necessary for the Minister to 
exercise his coercive powers. Relatively few have 
provided special tuberculosis hospitals, and the 
main provision in this regard has been made by 
the Department itself, although the first of its 
institutions—Nelspoort—owed its foundation to 
private benevolence. A number of local authori- 
ties have established venereal diseases hospitals, 
some of them very small, and the Department itself 
maintains Rietfontein and a few small venereal 
diseases hospitals. 


31. Two important observations may be made 
with regard to the legislation controlling infectious 
diseases hospitals. The first is that the onus to 
provide these hospitals has been laid primarily 
upon the local authorities, with the central 
authority supervising, assisting financially and, 
where necessary, supplementing the provision made 
by the local authorities. Supplementation has 
been mainly with regard to venereal diseases and 
tuberculosis, which have always been regarded as 
national rather than local problems. Even where, 
as a matter of convenience, provision was made at 
general hospitals under provincial control for the 
treatment or accommodation of persons suffering 
from infectious diseases (including venereal diseases 
and tuberculosis), the arrangements had to be 
approved in advance by the central health authority 
and the expense was met by the local authority, 
assisted by a part-refund from the central Govern- 
ment. 

32. The second observation is that the primary 
purpose of the chapters in the Public Health Act 
relating to infectious diseases was not to provide 
treatment for the sufferers therefrom but to prevent 
spread in the community. Thus a sufferer from an 
infectious disease can be compulsorily removed to 
an isolation hospital only if, in the opinion of the 
Medical Officer of Health, he is not accommodated 
or not being treated in such a manner as adequately 
to guard against spread of the disease. Otherwise 
he may remain in his own home, where he or his 
guardian is responsible for his treatment. When 
removed to an isolation hospital, then, and only 
then, the local authority becomes responsible for 
his treatment, with a view to rendering him non- 
infectious as speedily as possible, and the local 
authority may recover from the patient the whole 
or part of the costs of his treatment. The point 
emerges still more clearly in connection with tuber- 
culosis and venereal disease, in regard to which the 
statutory responsibility of both local and central 
authorities is limited to isolation and treatment of 
the communicable forms of these diseases; notwith- 
standing the fact that their infectious phases and 
manifestations by no means completely cover the 
periods during which treatment is necessary in the 
interests of the sufferer himself. 


33. Mental hospitals have always been under the 
control of the central Government. Like the 
leprosy institutions, they were at first placed under 
the Department of the Interior, and for the same 


: 


* < . e , 
reason—that inmates were detained therein under 


statutes which deprived them of their personal 
As we.have seen, leprosy institutions 


freedom. 


were transferred to the control. of the Department 
of Public Health when it became apparent that 
leprosy, from antiquity regarded as incurable, was’ 


amenable to modern therapeutic science. 


It has- 


taken longer for science to discover, as it is now 


doing, cures for mental diseases formerly regarded 
as hopeless; longer still for the general public to 
recognise that there is no reason for placing mental 
diseases in a category quite apart from other 


diseases; and longest of all for this change of atti- 


tude to be signified by the transfer of mental hos- 


pitals from the control of the Department of the 
Interior, primarily concerned with the issue of 
restraint of personal liberty, to that of the Depart- 
ment of Public Health, primarily concerned with 
treatment and restoration to health. The transfer 


took place only in 1948, although it had been 


advocated by professional men for many years. 


34. This historical account of the evolution of 
the various types of hospital, and of the adminis- 


trative control of hospitals, has been given as an 


introduction to the more detailed consideration of | 


particular hospital services with which the remain- 
der of the chapter is concerned, because it alone 


provides some sort of clue to the maze of authori- 


ties and agencies concerned with the provision of 


hospitals in the Union. It will be useful to con- 
clude this section with a note of the principal — 
points which emerge from a consideration of that 


history as it has been set forth. — 
30. First and foremost, although the Provinces 


| are often loosely spoken of as the authorities respon- 


Seated 


/ be Europeans. 


_ sible for the control of hospitals, they in fact con- 


trol only one class of hospital which, important as 
it is, accounts for only a fraction of all the hos- 
pitals and all the hospital beds in the Union. 


36. Second, no citizen of the Union has a citizen 
right to free hospitalisation, such as he possesses in 
respect of free education for his children, if they 
He may obtain free hospital treat- 


| ment, but only by virtue of some special circum- 


' must or may be provided under existing legislation — 


stance. 
may receive free treatment as a matter of State or 


Thus, if he is a pauper or near-pauper, he 


private charity; but he cannot claim it as a right. © 


If he works for certain employers (the mines, if 
he be a Native, and some departments of State) or, 
in respect of injuries received at work, for any 


employer, he may receive free treatment; but this 


privilege ceases when he becomes unemployed. If 


he is suffering from an. infectious or a mental 
disease, which makes him an actual or potential 


danger to his fellows, he may receive free treat-— 
ment; but only until he is no longer infectious or — 


dangerous, although on other grounds he may stil 


require treatment. - = 
37. Third, the initial responsibility for the estab- — 
_ lishment and maintenance of such hospitals as 


is divided between all three layers of government— 


_ central (for mental, leprosy and some tuberculosis 


and venereal disease hospitals), provincial (for 
public general hospitals and their off-shoots), and 
local (for infectious diseases hospitals). 


38. Fourth, some of the provisions made by F 
private agencies are in fulfilment of legislative — 


requirements imposed upon certain classes of em- 
ployers. 


regard to all classes of hospital provided by local 
authorities and private agencies are assigned to the 


central authority; and until three years ago inspec- — 


tion of provincially-controlled hospitals in three of 


the Provinces was also a function of the central | 
although this rested upon a 
mutual agreement and not upon statutory enact- 


health authority, 


ment. 
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39. Fifth, statutory inspectoral functions with 
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GENERAL HosprraLs. 


40. A general hospital may be defined as one 
which admits all classes of patients, medical and 
surgical, with the exception of certain special 
categories such as infectious or contagious disease, 
leprosy or mental conditions. The term is used in 


contrast to the special hospital as, for example, aw 


orthopaedic hospital. There is a tendency in many 
parts oi the world to make provision for all classes 
of sick people, infectious or non-infectious, acute 
or chronic, within the same hospital. This ten- 
dency has not been evident in South Africa because 
of the division of responsibility between the central 
overnment, Provincial Councils, loé¢al authori- 
fies and hospital boards in regard to the various 
categories of disease. The term “‘ public hospital ’’ 
is used to denote an institution which is under the 
Deictice, and financial control of public 







authorities, as opposed to ‘“‘ private hospital ’’ 
vhich, whilst it may be open to inspection by 
public authorities, is the financial responsibility 
and under the management of private individuals 
or organizations. 


‘41. The modern general public hospital is an 
institution which provides beds for the treatment 
of sickness or injury for all classes of the com- 
munity. It should provide all facilities, services 
and equipment necessary for the most modern 
treatment. It should form an integral part of the 
health services of the country. Hospitals should 
be sited and planned according to the needs of the 
community, in accordance with the demands of 


accessibility and ease of communication, and in 


relation to the other health services. 


_ 42. The ratio of hospital beds to the population 
is a vexed question. It varies with several fac- 
tors :— | 

- (i) the morbidity of the community ; 

(ii) the hospital-mindedness and degree of 
acceptance of Western medicine by the com- 
(iii) the poverty and housing conditions of the 
community (a sickness which could well be 
treated in the homes of the well-to-do may 

quire hospitalisation in a home which is un- 

able tgs provide proper accommodation, home 
nursing or proper food for the patient) ; 
- (ivy) the nature of the hospital (a teaching 
ospital must provide beds far in excess of the 
nmediate needs of the surrounding population 
» hospital area because people come from far 
wide Wo avail themselves of the specialised 
vices procurable there). 























3. The Hospital Survey Commission, 1927, 
ces the fact that the District of Columbia 
s one bed for every fifty-eight persons “‘ but the 
District of Columbia is, in effect, Washington, the 
tal of the United States, and two of the largest 
als there draw their patients from all over 
nited States. For the general population of 
bia it is estimated that the true ratio is about 
undred-and-seventy persons per bed ’’. 


It is therefore desirable that in any planning 
pitals there should be ample room for rapid 
sion in all departments. Movements of popu- 
are difficult to prognosticate, as are altered 
ions of morbidity, but they can be roughly 
een and provision made in time. 


». Another desideratum is that hospitals should 
built at the minimum cost consistent with 
ficiency. Groote Schuur and Pretoria Hospitals 
e built at a cost of about £1,200 per bed, ex- 
ive of equipment. It is obvious that it will 
3 difficult for the State to provide all the accom- 
modation necessary for complete hospitalisation at 
) high a cost. This is particularly true where 
es are concerned. Something more in keeping 
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with the customary surroundings of Natives must 
be devised, and models can be found in other Native 
territories in Africa. 


> 


LEGISLATION AND ADMINISTRATION. 
SOUTH AFRICA ACT. 
_ 46. Section 85 of the South Africa Act empowers 
Provincial Councils to make ordinances for the 


bie ae : i eee e AT 
establishment, maintenance and management of 
Hospitals, and charitable institutions ’’. 


Care PROVINCE. . 


47. The Cape Province, during the Administra- 
torship of the late Sir Frederic de Waal, was the. 
first to introduce an Ordinance (No. 5 of 1912) 
regulating the relations of the Province to hospitals 
and other charitable institutions. This ordinance, 
amended from time to time, is still in force. 


Hospital Districts and Hospital Boards. 

48. From the beginning the Cape Province placed 
the responsibility for the support. of charitable 
institutions within its area upon the local bodies, 
and it -was primarily upon divisional councils 
(which do not exist in other Provinces) that this 
responsibility fell. Districts in which hospitals 
existed were proclaimed hospital districts and 


boards were constituted, consisting of 6-12-18-24- 


Ordinarily— 

local bodies, 
contributors, 

the honorary staff, 
the Administrator. 


made 


30 or 386 members. 


one-third represent 
one-third represent 
one-sixth represent 
one-sixth represent 
Special provision was 
areas. 


for exceptional 


Scope of Hospital Boards. 
49, Hospital Boards may establish and govern :— 

(a) Hospitals for the reception or relief of 
persons requiring medical or surgical treatment; 

(b) Dispensaries ; 

(c) Maternity Homes; 

(d) Convalescent Homes; asi 

(e) Sanatoria for the reception of persons ~ 
suffering from consumption or other diseases; 
_(f) Institutions for any other purpose which 
the Administrator declares to be a public chari- 
table purpose within the provision of the Ordin- 
ance ; bs 
(g) Institutions for two or more of the above- 

mentioned purposes. 

This list seems wide enough in itself, but still 
wider powers are given, for under the heading 
‘“ Expenditure by Board of Moneys ’’ is included 
inter alia:— 

‘‘ The provision of medical, dispensing and 
surgical requisites and medical, surgical and 
nursing attendance for sick persons in institu- 
tions, and the provision of medical, dispensing 
and surgical requisites and medical, surgical 
and nursing attendance for sick persons in their 
own homes.”’ | 

This certainly allows of the provision of out- 
patient departments, and would appear also to per- 
mit domiciliary ‘“‘ doctoring ’’ as well as district 
nursing. 


Principles upon which assistance ts rendered. 
50. (i) The local district is held responsible for 
its institutions. 

(ii) If a deficit occurs, in spite of local efforts, 
local bodies are held responsible for such deficit. 
(iii) Every. year is self-contained and no sur- 
plus can be carried forward; in fact, no surplus 
can exist because funds are supplied by the 
Provincial Administration only to meet the year’s 
requirements. : . 
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(iv) But a deficit can persist if the Adminis- 
trator is not satisfied that an effort has been made 
to raise yoluntary subscriptions or collect fees or 
if expenditure incurred is in excess of estimates. 


(v) It is to be noted that the Cape is the only 
Province with Divisional Councils and the only 
area where a responsibility for. payment of deficit 
is thrown upon the local district. 

Payment of deficits. 

51. The Administrator, if satisfied that the hos- 
pital board has reasonably endeavoured to collect 
voluntary contributions from the public and recover 
fees from patients, may authorise payment of the 
deficit in whole or in part, in equal proportions out 
of moneys appropriated by the Provincial Council, 
and the funds of the divisional council. 


The divisional council, having received written 
notice from the Chairman of the Board, that the 
Administrator has sanctioned the payment of the 
deficit, proceeds to apportion its share of the deficit. 
between itself and any municipality which may be 
within its area in the ratio of the. rateable pro- 
perty in the district to the rateable property in the 
municipalities. . 

Nata. 


52. The Natal hospitals are now entirely Pro- 
vincial. There are nine hospitals controlled directly 
by the Provincial Administration—the Addington 
and King Edward VIII in Durban, Grey’s Hospital 
in Pietermaritzburg, hospitals at Newcastle, 


Dundee, Eshowe, Port Shepstone and Vryheid, and 
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a chronic sick hospital at Hillcrest. All hospitals — 


were taken over at Union or built, since, except 
Grey’s Hospital, established in 1877, and only 
taken over by the Province in 1922. In all matters 
concerning the management of Grey’s and 
Addington Hospitals, Boards appointed by the 
Administrator advise the administration. 


Stafing of Hospitals. 


53. The Natal Provincial hospitals are staffed by 
whole-time paid or part-time honorary medical 
officers. 

TRANSVAAL. 

04. The first Transvaal Hospital Ordinance was 
. passed in 1905. This was repealed by Ordinance 
No. 18 of 1928, which established an Advisory 


Council consisting of a Chairman with not less than . 


two and not more than four members, all of whom 
required to have experience in or a knowledge of 
some special phase of hospital administration or of 
finance. The Council’s function was to advise the 
Administrator on matters referred by him in con- 
nection with the administration of the ordinance. 


By an ordinance passed in 1943, the Transvaal 
Provincial Administration dissolved the previous 
Advisory Council and set up a new one consisting of 
twelve persons.. This ordinance also makes provi- 
sion for the creation of a Department of Hospital 
Services and the appointment of a Medical Director 
of Public Hospitals. 


Grading of Hospitals. 


55. The Transvaal, having the advantage of the 
Hospital Survey Commission’s report before them, 
graded their hospitals as follows :— 

(a) Central hospitals, 

(b) First-grade hospitals, 

(c) Second-grade hospitals, 

(d) First-grade clearing hospitals, 

(e) Second-grade clearing hospitals, 
Hospital Boards. 


56. Hospital Boards consist of six, nine or twelve’ 


members, appointed as set out hereunder : — 


one-third appointed by the Administrator; 
peers appointed by the honorary visiting 
. staff; 


one-sixth appointed by public bodies approved 
by the Administrator ; pp 


_be carried over and a deficit is a charge against the 


-for nurses, the Medical Council is given represen: 


for district nurses. 



































one-third appointed by contributors, provided 
the contributions amount to one-half per cent of 
the total expenditure. 


_ 


Special arrangements are made for t 


he Boards of 
the Johannesburg and Pretoria Hospitals. . 
Scope of Hospital Boards. 

57. Hospital Boards may function in connection 
with any institution or premises or places where 
persons are given medical or surgical care and cu- 
rative treatment. ‘This includes a convalescent or 
maternity home, or an institution for the nursing 
of persons requiring such treatment outside the 
precincts of a hospital, but administered as part 
of such hospital. It further includes any other 
institution subsidiary to or auxiliary of a hospital, 
whether situated within or without the precincts 
thereof. Further legislation has added district 
nursing and midwifery services maintained outside 
but in connection with a hospital. 


Principles upon which assistance is rendered 


58. The subsidy payable by the Province Admini- 
stration is dependent upon the amount of free work 
done—i.e., free patients are paid’ for by the Pro- 
vince, and part-paying -patients’ fees are made up 
to the full fee. At the same time, encouragement 
is given to the collection of fees by a subsidy of 
five shillings in the pound. The public is given an 
incentive to be generous by the pound per pound 
subsidy on subscriptions and donations,.and the 
practice of thrift is promoted in that a surplus can 


Board. 
Payment of Deficits. 


59. The Hospital Board is responsible for its own 
deficits which cannot, in the nature of things, be 
of any magnitude, and may keep its own surpluses. 
Any surplus up to five per cent of the previous 
year’s expenditure must ‘be retained to meet 
possible deficit but any sum over and above thi 
amount may be expended at the Board’s discretion. 

OrancE FREE STATE. ath 

60. The first Hospital Ordinance (No. 18 of 1933) 
constituted two hospital areas—one with its centre 
at Bloemfontein and the other with its centre at 
Kroonstad. The National Hospital at Bloemfontein 
and the Voortrekker Hospital at Kroongtad became 
central hospitals. Under Ordinance No. 3 of 1939, 
the Administrator was empowered to take over any 
hospital, and as from April Ist, 1940, the twa 
central hospitals were so taken over and becam 
entirely Provincial hospitals. Their hospital boards 
were dissolved. me ree 

Hospital Boards: 

61. Hospital Boards, where they function, are 
constituted as follows:— ~ 

one-sixth appointed by the Town Council(s) ; 


one-sixth appointed by the’ contributors, pro- 
vided contributions reach a certain amount; 
one-half appointed by the Administrator ; 
ee appointed by the honorary medical 
stall. 


Boards number six, twelve or eighteen members 
or such further number as the Administrator may 
determine. When a hospital is a training school 


tation on the Board, but this privilege has never 
heen exercised by the Council. | 
Scope of Hospital Boards. 

62. This is confined to hospitals, both general 
and maternity, with the creation later of provision 


Principles on which assistance is given. 
63. These are the same as in the Transvaal. 
Payment of Deficits. 


64. The arrangements are the same as in the’ 
Transvaal. 


GENERAL. 
Choice of Doctor. 


65. Patients pay medical ‘fees and are allowed 
o choose their own doctor under the following con- 
litions :— 

Cape.—Patients paying 3s. 6d. per day, except 
in hospitals such as Groote Schuur where all 
medical attention is free and all patients, paying 
or free, are attended only by the honorary 
medical staff. 

__WNatal.—Kuropean patients paying 12s. 6d. per 
day, and non-European patients paying 3s. 6d. 
per day may choose their own doctor except in 
Addington Hospital, where the charge is inclu- 
sive of medical and surgical treatment and all 
patients are treated by the honorary staff. 

Lransvaal.—Patients paying 7s. 6d. per day, 

except in central hospitals (Johannesburg and 

Pretoria), where only those paying full fees have 

free choice of doctor. 

_ Orange Free State.—Patients paying 5s. per day, 
except in central hospitals (Bloemfontein and 

Kroonstad), where only those paying full fees 
have free choice of doctor. . 


SERVICES. 
Number of Beds Provided. 


66. Interesting tables have been provided by the 
courtesy. of the Social and Kconomic Planning 
Souncil showing the number of hospitak beds pro- 
vided in the four Provinces for the different classes 
of the community, and the shortage which exists on 
she basis of providing one bed for every two hun- 
lred Huropeans and one bed for every five hun- 
lred non-Europeans. 
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The Council writes : — 

““. . . The statistics which are used refer as 
nearly as possible to the year 1941-42... 

For our purpose . . . all the beds in: the Pro- 
vincial or Provincial-controlled hospitals will. be 
regarded as being available for general medical 

_ and surgical cases. The ratios arrived at will 
not be strictly accurate because . . .the Natal 
Provincial Administration accepts the principle 
of admitting maternity cases, while the Trans- 
vaal does so for free cases only. No exact part- 
culars are available as to the number of beds set 
aside for this purpose. The Provincial or Pro- 
vineial-controlled hospitals also frequently 
accommodate infectious diseases cases but as in 
most cases the beds so used have been omitted 
from the statistics supplied by the Provincial 
Administrations, this does not complicate the 
calculation ... . 

The number of beds in private hospitals and 
nursing homes was extracted from the records 
of the Department of Census and Statistics. 

Mine and factory hospitals are used only by 
those Natives employed in the mines and fac- 
tories concerned. As they are, therefore, not 
available to the general Native population, 
neither those beds nor the population they serve 
have been taken into account when computing 
the bed-ratios for non-Europeans. 

On this basis the following table reflects the 


number of beds supplied by different bodies for 


medical and surgical cases :— 
TaBLe A. 


Number of Hospital Beds available for General 
Medical and Surgical Cases. 






































| 
* Ratio. 
Provincial Private Hospitals Mission | Total (No. of 
3 Hospitals. and Nursing Homes. Hospitals. teint Persons to 
each Be.) 
ENO, Percentage. No. Percentage. No. Percentage. No, Percentage. 
EUROPEANS :— 
Cape Prevince..... BV ete Nore 3 2,453 74:8 794. 24-2 34. I 3,281 100 255 
APeatie velit trees ess. c bak 5s 3,010 69-0 1,298 29°8 53 1:2 4,361 109 217 
Baia mateawistts Uatewe sks  c 1,129 61-0 671 36°3 49 2:7 1,849 100 111 
Orange Free State.......... 606 77:1 180 22°9 -- — 786 100 256 
CNL AS ra 7,198 70-0 2,943 28-7 136 ig 10,277 100 213 
Non-Evroprans :— 
Cape Province............. 2,555 77°6 75 2:3 663 20-1 3,293 100 894 
LIBDEEG VCD liens cane a 2,348 88-1 85 3:2 233 8:7 2,666 100 926 
BSN tsAILG fe, chen vars! stoi 1's, 0 ea ge Plt 1,608 52-9 633 20-8 799 26°3 3,040 100 625 
Orange Free State.......... 44] 94-4 | 17 3:7 9 1:9 467 100 1,319 
sa i cS ee ae 619525 4 7325 810 8-5 1,704 18-0 9,466 100 836 
Pes eee See —= a oe 




















_*The population figures have been taken from the 
Official Year Book, 1941, and are estimates. No census 
has been taken of non-Kuropeans since 19386 and the 
difficulty of estimating the present non-European popula- 
ion, particularly Natives, is aggravated by the absence 


- Table B is subjoined to show the number of 
persons to each bed actually provided by pro- 
-vincial and provincial-controlled hospitals. <A 
- comparison of the ratios in Tables A and B shows 
the extent of the hospital services provided by 
private institutions, particularly mission hos- 
-pitals in the case of Natives. 

; TaBLe B. 


xo of Population to Hospital Beds provided by 


Provincial and Provincial-controlled Hospitals for 

if a General Medical and Surgical needs. 

a. Bs Number of Number of 

+ Europeans | Non-Europeans 

ie . per Bed. per Bed. 

Cape Province..........-..-. 340 1,153 

MeETOmAVAAL. oo... es ceo ee 314 ‘1,216 

MME Oe wes. ols vgs ss 181 1,190 
range Free State............ 331 1,397 

b RB rsd a din d-v.0.s' siete 304 1,198 


a SE SG Se, SS 





of complete birth and death registrations. Another factor 
which must be taken into account is the effect on provin- 
cial estimates of the migration of Natives from one 
province to another; no particulars are available to make 
any adjustments in this respect. 


The accommodation provided for Kuropeans in 
all institutions has almost. reached the goal aimed 


at in all civilised countries, namely, a ratio of | 


one bed for every 200 persons.(') At least two 
provinces have adequate facilities for Europeans, 
while the Europeans in the other two provinces 
are fairly well served. 


The Hospital Survey Committee in 1927 recom- 
mended a ratio of 1:700 for non-Europeans out- 
side the Western Cape area. This ratio has been 
passed in Natal but according to this standard? 
the other provinces have not as yet made suffi- 
cient provision for their non-European inhabi- 
tants. . 

The advance made since 1927 ‘is reflected in 
Table € below. It will be seen that a substantial 
progress has been made towards realising the 
ratios recommended in 1927. 





(1) Cf. Report of the Hospital Survey Committee, U.G. 
25-27 pp. 1-2. 
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CHAPTER XIY. 


. TABLE C. 
Ratios of Population to Hospital-bed Accommoda- 
tion for years 1927, 1936 and 1941. 


i 





1927: 1936 : 1941: 
No. of No. of No. of 
Persons to | Persons to | Persons to 
One Bed. | One Bed. | One Bed. 











CaPE PROVINCE :— Ki 
Europeans......-.+++-+- 409 327 255 
Non-Europeans........- 2,308 1,442 894 

NATAL :— 

Huropeans......+6.-+++- 160 152 111 
Non-Huropeans........+ 1,469 683 625 

OrancEe FREE STATE :— : 
Europeans........+++-+ 846 305 _ 256 
Non-Europeans......... 7,603 2,302 1,319 

TRANSVAAL :— ~ 
WuUrOpeaiss. 2 < sem cee oer 294. 264. 217 
Non-Huropeans.......-. 2,831 1,415 920 





~ As stated above, the Hospital Survey Committee 
in 1927, recommended that one bed should be 
provided for every 700 non-Europeans. In the 
CGommission’s questionnaire to hospital boards, the 
latter were asked to state the maximum and mini- 
mum number of patients during any one day of 
the last financial year. Not all hospital boards 
were able to supply this information, but the 
extent of overcrowding in hospitals can be gauged 
by the fact that in. the Cape, nine out of twenty- 
eight, and in the Transvaal eleven out of eighteen 
public general hospitals accommodated more 
patients than the number of beds.in them. In 
the Johannesburg non-European hospital, for 
example, the percentage of available beds occu- 
pied was 129 (based on the daily average num- 
ber of in-patients). 


It seems that a higher ratio for non-Europeans 
should now be aimed at and the following ratios 
are suggested tentatively : 





Huropeans :3.....0.2295.. 1:200 
Coloureds and Asiatics ... 1:200 
Natives ..: 1:500 ~ 


Table D below shows the number of existing 
beds and the number required to meet these 
ratios. 


Taste D. 
The Eaisting Number of Hospital Beds for General 
Medical and Surgical Cases and the Number re- 
quired to meet the Ratios of one bed for every 200 
Europeans, Coloureds and Asiatics, and one bed for 
every 500 Natives. 






































68 


Population Z ei | 
by nS 
jestimated 6 sie Fi g 
194)" | Em S| gag a 
| zee |2sal 8 
EUROPEANS. | 
Cape Province........ 836,100 4,180 | 3,281 | 899 
Dransyadlesig’. caters scie 946,500 4,732 4,361 | 371 
INGE hee ian noes 204,600 | 1,023.) 1,849| + 
Orange Free State..... | ~ 201,000 1,005 786 LO pes 
* Non-EUROPEANS. 
Cape Province :— 
Asiatic and Coloured : 761,700 3,808 
Natives...........0- 2,184,400 | 4,369 \ aaa es 
e Transvaal :— 
Asiatics and Coloureds 84,800 424 
Natives: ?s.5 0 hecten 2,369,700 | 4,739 \ 2,060 4 sareut 
Natal :— 
Asiatics and Coloureds 218,600 1,093 ‘ 
Natives. <5. vee 1,682,500 | 3,885 i} 5408 ee 
Orange Free State :— 
Asiatics and Coloureds 17,700 88 |) 467 818 
Nativess):sur} «ane 598,500 | 1,197 | f 
* Mine Natives excluded. 
> ¢° Surplus” of 826 beds. 


salary of £800 per annum. At the Johannesburg 


£1,000-£1,250; Junior £600 per annum. a 




















In all hospitals there is overcrowding of Natives: 
the acme was seen in Johannesburg where condi- 
tions are almost unbelievable, 700 patients being 
crowded into accommodation intended for 400. 


Technical Equipment. 


67. In the Orange Free State and Natal an 
attempt has been made to provide some of the neces- 
sary equipment from a central store. No such 
attempt has been made in the Cape. Indeed, even 
individual hospitals under the same Board some- 
times purchase their supplies separately. -In the 
Transvaal the hospitals are centrally suppled from 
a store under the control of the Johannesburg Hos- 
pital Board. Hospital Boards are to a great extent 
in the hands of their honorary staffs, where such 
exist, and consequently there is a- tendency to 
purchase extravagantly. | 


68. Hquipment, on the whole, is good, but we 
have evidence that bulk buying could still effect a. 
considerable saving. Most hospitals appear to be 
provided with X-ray plants of greater or less power 
for diagnostic purposes, whilst radio-therapeutic 
facilities are rightly confined to the larger towns. 

Howorary Staff. 

69. This country took over from England the 
idea of the honorary staffing of hospitals. Save 
in the teaching hospitals this system. has broken 
down. In 1936, after agitation by the Medical 
Association of South Africa (B.M.A.), the Inter- 
provincial Consultative Committee accepted in 
principle the payment of hospital stafis. The pay- 
ment was called an ‘* honorarium ’’ and not a 


‘salary, because the amounts paid were in no way 


comparable with the value of the services rendered, 
and so.as not to prejudice the right of the honorary 
staff to serve on hospital boards. It varies tremen- 
dously in the different Provinces. In Natal, 
Orange Free State and Transvaal it is a lump 
sum varying with the size of the hospital. In the 
Cape it is based on so much per occupied bed 
divided amongst the honorary staff equally. It 
is less where there is a resident niedical officer. 
At Rondebosch Hospital it amounts to about £15 
per annum for each of the honorary stafi; whilst 
in Natal it may rise to some hundreds of pounds. 
Tt does not anywhere apply to teaching hospitals. 
Medical Superintendents. ; 

70. In the larger hospitals we find full-time 
superintendents: in the smaller the system varies; 
sometimes there are honorary or part-time superin- 
tendents; sometimes the matron or the chairman 
the board or the secretary is the real controlling 
orce. a 


‘Resident Medical Staff. - 


71. There is no fixed scale of salaries for the 
resident staff and the emoluments vary-in different 
Provinces and as between different hospitals in the 
same Province. Generally speaking, the emolu- 
ments are lower in teaching hospitals than else- 
where. They vary from £100 to £200 per annum 
plus board and lodging. The post is regarded as 
a kind of apprefticeship. In the three large Natal 
hospitals senior residents have been appointed at a 


















General Hospital a specialist surgeon has been 

appointed full-time surgeon-in-charge of out- 

patients at a salary of £1,000 per annum. a 
Radiologists. 


72. In some hospitals, e.g., General Hospital, 
Johannesburg, part-time radiologists are employed. 
In others, e.g., Groote Schuur, Cape Town, there 
is a whole-time staff. The Cape Hospital Board, 
having experienced both systems, is emphatically 
in favour of a whole-time staff. The salary of the 
Chief Radiologist is £1,500 per annum; Diagnostic 
Radiologist £1,200-£1,850; Radiologist, Grade B 


Pharmacists. . 


73. The larger hospitals have their own pharmacy 
staffs; the smaller generally rely on local chemists 
for special prescriptions, but keep a stock of the 
yrdinary drugs and stock mixtures in use. Pharma- 
sists express themselves as being in favour of the 
sonditions of service where a whole-time service 
exists, but there is no uniformity as between the 

-rovinces. 


Trained Nurses. 
74, Many hospitals are recognised as training 


cele by the South African Medical Council, 
which lays down the conditions and length of train- 
ing and the syllabus of lectures, and conducts the 
sxaminations. It also inspects recognised institu- 
tions to enquire into their suitability as training 
ventres. 


_ Hospital Boards train nurses mainly to meet their 
own. needs, and the number of probationers trained 
depends upon the need of the hospital for unskilled 
or semi-skilled workers rather than upon the need 
of the community for trained nurses: to cater for 
the latter need, nobody is responsible. Hospital 
boards complain that they are put to considerable 
expense in the training of nurses, an expense which 
they say should fall upon the Department of Educa- 
tion. On the other hand, they get three years work 
from their probationers at a very cheap rate. In 
the case of Native nurses the Native Trust grants 

a subsidy for each nurse in training. 


Radiographers. 


7. These are employed by the larger hospitals. 
Until recently a large number of them had no 
qualifications. The conditions of service appear to 
be satisfactory. In the smaller country hospitals 
the X-ray plant may be run by a doctor with no 
radiological qualification, assisted by a nurse with 
no qualifications, or by a photographer, or by an 
enthusiastic layman. Radiographers’ salaries’ vary 
from £275 per annum to £475 per annum. 


Physiotherapists. 


76. These are employed in a whole-time capacity | 


in the larger hospitals and in a few of the smaller. 


- ‘ '.* Social Worker. 


77. One unqualified social worker has_ been 
employed at the New Somerset (afterwards Groote 
Schuur) Hospital, Cape Town, for many years. 
She has now been replaced by a qualified social 
Bice b graduate. The superintendent of Pretoria 
Hospital reports very favourably on the experiment 
of having a social worker at the hospital. The 
‘a laries are, on the whole, low. 




















Management. 


, 8. Each hospital board has a secretarial staff. 
roote Schuur Hospital has instituted the system 
having a business manager in addition to the 
erintendent, so that the hospital is run by a 
imvirate of medical superintendent, matron and 
business manager, of which the pupermicndent is 
primus inter pares. 


es A glance at Table C in paragraph 66 of this 
pter demonstrates that very great strides have 
been made in the provision of general hospital 
é ecommodation i in the four Provinces of the Union 

ring the past fifteen years. That it has not been 


sudden increase in that demand, more parti- 
arly through the Native population growing 
arly more hospital-minded and through the 
dequacy of the sources of taxation from which 
the necessary funds must be provided. Shortage of 
nds has had many deleterious effects upon the 
meral hospitals of the country as administered 


Provincial Councils. For one thing, it has 


sible to keep pace with the demand is due to, 
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produced the tendency to adhere to the honorary 
system of staffing hospitals, without regard to the 
fact that, as more and more of the under- -privileged 
became hospital- minded, the system was bound 
to break down. 

Honorary System. 

80. This system is the result of the historical 
attitude in considering the treatment of the indi- 
gent sick person as being charity. With the 
increasing demand for Western medicine among 
some eight million Natives, almost all of whom 
must be classed as paupers, it is manifest that the 
system. could not continue to function. Hither 
the doétor’s charitable work or the private practice 
from which he draws his livelihood would be bound 
to suffer. Since the establishment of’ medical 
schools, the association of honorary work with a 
paid teaching post has meant an income for the 
honorary staff and the prestige associated with a 
professorship or lectureship. But outside the teach- 
ing schools, and certainly in the country hospital, 
the system was an exploitation of the medical 
profession with no advantage save the existence of 
a hospital for paying patients. It cannot be denied 
that, in many .hospitais not associated with a 
teaching school, the quality of the work has not 
been of the best nor that the method has been extra- 


~ yagant, in that it was difficult to resist the demands 


for equipment, etc., of those who were giving their 
services free. The Medical Association of South 
Africa (B.M.A.) have long declared themselves 
opposed to the system. As regards radiology, 
laboratory work and anaesthetics, the system has 
broken down. Obviously the era of the voluntary 
hospital service is at an end. 


Lack of Resident Medical Officers. 

81. Only in the larger hospitals are resident 
medical officers found—a fact which adds enormous- 
ly to the burden of work performed.by the honorary 
visiting staff. The South African Medical Council 
considers it desirable that every student should. 
have hospital experience, and they have recom- 
mended the institution of a compulsory internship 
subsequent to obtaining the M.B., Ch.B. degree and 
prior to registration. Tf this is established it would 
ensure a supply of interns for many hospitals but 
would only be possible if the necessary funds were 
provided by the Provincial Administrations. 


Chronic Shortage of Nurses. 


82. That there is a chronic shortage of nurses 
is admitted on all sides. This chronic shortage 
has become acute because of war conditions. 
According to the evidence of the Matron-in-Chief, 
South African Military Nursing Service, i 000 
nurses (approximately) are employed in the Army 
and consequently withdrawn from civilian duty. 
We are told that even before the war there was a 
shortage of nurses. It is, however, difficult to 
reconcile this with the fact that are were, and 
still are, more candidates offering than it is possible 


to train. We conclude therefore that the shortage 
of trained nurses is due in the main to six 
factors :— 


(i) Student nurses abandoning their training 
either through having missed their vocation, dis- 
satisfaction “with the conditions of service, or 
marriage ; 

(ii) wastage through marriage and retirement 
of trained nurses; 

(iti) the fact that hospitals train only sufficient 
for their own needs and that enough are not 
trained to make up for the wastage which is 
inevitable in any feminine profession; 


(iv) married women are not employed; 


(v) increased avenues of employment 
women ; . 


for 
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(vi) lack of preliminary training schools and 
of accommodation for sufficient probationers. 


The conditions of training and service, salaries, 
etc., will be discussed elsewheré. It is sufficient 
here to emphasize the -absence of planning and 
control in the training of nurses and the great 
diversity of salaries, pension rights, ete., which 
exist as between the four Provinces. . 


Lack of Laboratory Services. 


83. The lack of laboratory facilities is very 
serious in some parts of the country. It was 
referred to in evidence by Dr. L. J. J. Orpen of 
Fort Hare and Dr. E. H. Cluver of the South 
African Institute for Medical Research. There are 
in South Africa some places which are several days 
away from the nearest laboratory. This is a serious 
matter when a diagnosis, for instance of diphtheria, 
is in question. The lack is due to diversity. of 
control, laboratories being under several bodies— 
central, provincial,. university, local, semi-private 
and private. Even in our larger hospitals much 
work that could conveniently be done in the hos- 
pital is sent out. All laboratory work at Johannes- 
burg, Port Elizabeth and Bloemfontein Hospitals 
is done by the South African Institute for Medical 
Research; that at East London by a laboratory 
erected and supported by the City Council, Depart- 
ment of Public Héalth ‘and Hospital Board, and 
that at Pretoria by a private pathologist.  - 


Lack of Social Welfare Work. 

84. Interesting evidence was given by the 
Department of Social Welfare and the Medical 
Superintendent of the Pretoria Hospital on the 
results of an experiment in the employment of a 
social worker at the hospital during six months. 
These had been so good that the medical staff had 
requested the continuance of the service. The 
Johannesburg Hospital has followed suit by the 
appointment of one social worker. As early as 
1926, the Cape Hospital Board employed a social 
worker, then known as an almoner; she worked at 
first on a voluntary basis and then on a salary. 
Her work was reported on favourably. We are 
informed that the number of social workers required 
is one per hundred beds. Each of these large hos- 
pitals has one worker only. 

The first body to agitate for the appointment of 
trained social workers was the South African 
Trained Nurses Association which, in 1930, urged 
the establishment of chairs in Social Science at the 
Universities with a view to stimulating social 
service in hospitals, and in 1934 passed a resolution 
‘‘ that Hospital Boards be approached and im- 
_pressed with the desirability of introducing social 
work in their hospitals ’’. 

Professor E. Batson, giving evidence on behalf 
of the Cape Western Branch of the Medical Asso- 
ciation of South Africa (B.M.A.), stated :— : 

‘“ (i) The lack of facilities for Hospital Social 

Service in the Union is in marked contrast to 

development in comparable countries; 

(11) Certain special sociological conditions in 
the Union make Hospital Social Service more 
rather than less necessary here than elsewhere.”’ 


The Nature of Hospital Social Service. 

The following definitions from standard authori- 
ties emphasize different aspects of the nature of 
Hospital Social Services : — 

‘A link between hospital treatment and 
patient’s home circumstances.’’ (Macadam.) 

‘* Medico-social co-relation for/patients attend- 
ing hospital and then effective following-up after 
discharge.’’ - (Newman.) 

‘*To make the doctor’s work worthwhile to 
himself and to the patient, it must be done in 
codperation with someone who has time and 
ability to teach hygiene and to see that it is 


70 


4 


‘> 
carried out, to study the home conditions and 
report upon their part in causing or prolonging 
disease, and to help modify these conditions, 
financial, mental, moral, which stand between 
the patient and recovery. This someone is the 
social worker, a man or woman trained to think 
of a human being as a whole just as naturally as 
the physician concentrates attention on a part of 
it.” (Cabot.) 

“Social service in the hospital had its begin- 
nings in the desire of forward-looking physician 
to achieve better and more lasting results. thle 






found that social insights strengthened their 


diagnosis and social adjustments their therapy. 
: . The trained case worker interprets the 
community to the hospital and the hospital to 


the community.’”’ (Richmond.) 
GENERAL (Pusiic) Hosprrats: Maternity : 
SERVICES. . . : 
Number of Beds Required. — j 
85. Opinions as to the institutional facilities 


: 
¥ 


required for a satisfactory obstetrical service vary 
widely. This is no doubt due to the different com- 


position of various populations from both the psy- 
chological and economic aspects. Many women 
are unable to attend maternity homes because of 
the inadequate finances of the family: on the other, 
hand, the state of mind of many women is such 
that, even were free facilities provided, they would 
not patronise the institutions. This is perhaps the 
outlook of a large number of Native women and _ 


_ probably of a minority of European women. 


_peans for the purposes of calculation. 


| 
| 
: 


86. Dr. D. Stark Murray, in his book ‘‘ Health 
for All ’’, recommends a ratio of 1-5 beds per 1,000 
of population. On account of the rural character — 
of the South African population it is proposed to 
adopt the lower ratio of 1:1,000 for the Europeans, — 
and the less liberal ratio of 1:5,000 for non-Euro-— 
A com-— 
parison between this standard and the present 
accommodation is shown in the following table :— 





























No. No. of : No. of e 

of Persons Beds _| Deficiency. 2 

Beds. per Bed. |* Required. 3 

EUROPEANS. 
Cape Province..... 275 3,040 836 561 
Natalee ee 74. 2,764 204 .- | 130 
Transvaale.e. sce 463 2,044. 946 482 
Orange Free State 61 . 3,295 201 140 
UNION. ....... 873 2,506 2,187 1,314 
Non-EvuRopgEAns. ~ 

Cape Province..... 96 30,688 589 493 
INeital Rec eeae mene 162 12,568 382 230 
rans vealaeee seni 80 35,710. 571. 491 
Orange Free State 28 21,964 | 123 95 
“thtiows. 1 172 356 23,385 1,665 | 1,309 








The above statement is based on the best informa- 
tion available and cannot be regarded as entirely 
accurate. 


87. While Natal has accepted the responsibility i 


‘of providing for normal confinements, the other | | 
‘Provincial Administrations regard child-birth as }|| 


therefore, not their responsibility. 
Objects of Midwifery Service.. 
88. Sir George Newman, in one of his Annual 


Reports as Medical Officer of the British Ministry 
of Health, makes the following statement :— 


‘“‘ Physicians and surgeons deal only with ill” | 


persons, whereas in obstetric practice both the 


normal and abnormal have to be cared for, and | 


purely physiological and non-pathological and, * 





the. preventive aspect of medicine comes to the 
fore—the pregnant woman has to be cared for, 
and illnesses peculiar to pregnancy have to be 
prevented, in that way ensuring a_ healthy 
mother and a live and healthy infant.” 


The following points have been universally 
recognised as being essential : — 


(i) There should be efficient care of mother 
and child before, at, and after child-birth. 


_ (ii) There should be adequate accommodation 
in well-organized institutions for all those requir- 
- ing hospital treatment. 

(iii) There should be a body of efficiently- 

trained midwives, to carry out the routine normal 
. domiciliary practice. 

(iv) There should be a body of doctors with 
adequate obstetrical experience. 

- (v) There should be a body of well-trained 
specialists. 7 

_ There is some evidence that where midwives 
ire well trained, with a minimum of three-years 
raining as in Holland, (iv) of these~ essentials 
nay largely be eliminated, as 80-90 per cent. of 
uch cases could be attended by a midwife. 


Hospital Accommodation Necessary. 


89. It is universally accepted by overseas authori- 
ies that :— 

(1) Many of the ordinary or straightforward 
cases can be treated by midwives at home. 

_ (11) Where home conditions are impoverished 
or unsuitable, the expectant mother should be 
transferred to an institution. 

(iii) All primiparae (first births) should be 
delivered in an institution. 

(iv) It is undesirable that patients in any way 
debilitated, be attended in their own homes. 
~(v) All patients in whom previous delivery or 
deliveries were in any way abnormal, and all 
elderly expectant mothers, should be hospitalised. 

(vi) No operative treatment, save of a minor 
nature, should be undertaken in the patient’s 

own home. 

(vii) All those requiring pre-natal treatment— 
i.e., those suffering from illnesses peculiar to 
pregnancy—should be hospitalised. 

_ (viii) There should be an efficient ambulance 
service with a skilled person in attendance during 
transference to hospital. 

(ix) In country areas midwifery ‘services 
should, as far as possible, be decentralised, as 
opposed to surgical services, which should - be 
centralised. : ; 

(x) In. country areas provision should be made 
for attendance at health centres or clinics rather 
‘than in the homes of the people. 

From this it will be seen that in some areas (e.g., 
Jape Peninsula) anything up to 50 per cent. may 
equire hospitalisation, if for no other reason than 
overty or unsuftable home surroundings. It is 
oteworthy that in Stockholm, 90 per cent. of all 
onfinements are conducted in hospital. 


Siting and Type of Maternity Hospitals. 
90. The following recommendations have been 
aade to us as regards the siting and type of hos- 
The ideal site should be in close proximity to a 
eneral hospital where the highly-specialised staff 
nd laboratory facilities could be utilised. The 
ospital should make adequate provision for the 
ollowing :— : 

(i) Suspect cases: 10-15 per cent. of accom- 
modation ; 
(ii) Pre-natal beds: 10-15 per cent. of accom- 
modation ; : 


=. 


1 


Cuarrer XIV. 


(i11) Septic-or other isolation cases: 5-10 per 
cent.» 

(iv) Clean cases; 

(v) Suitable accommodation not only for 
healthy but for weakly and premature babies ; 


(vi) Adequate ante-natal department: (this 
may well be decentralised in health centres, and~ , 
only cases found abnormal sent to the hospital 
for specialist supervision) ; 

(vil) Adequate facilities for the teaching of 
students (in the case of a University centre) and 
of midwives. 


. In the case of smaller regional centres, the 
maternity hospitals should be similarly sited. 


In all cases provision should be made for booked 
normal cases as near as possible to. their homes at 
health centres and clinics. 


~ Legislative Provision. a 
Cape. 
91. Ordinance No. 5 of 1912 allows hospital 
boards to establish inter alia maternity homes: 
actually only one has been established—namely, 


the Peninsula Maternity Hospital, under the Cape 
Hospital Board. m 


Natal. 


Ordinance No. 13 of 1988 empowers the Admini- 
strator to establish maternity homes, and the re- 
sponsibility for obstetrical facilities was recognised 
as a function of the Province about two years ago. 
No separate institutions have as yet been estab- 
lished, though some provision is made at existing 
general hospitals. 

Transvaal. 

Ordinance No. 18 of 1928 empowers hospital 
boards to establish inter alia maternity homes. 
Actually only one—the Queen Victoria Maternity 
Hospital, Johannesburg—has been provided, though 
some services are provided for free patients in con- 
nection with general hospitals where accommoda- 
tion is available. 


Orange Free State. 


No provision is made in Ordinance No. 13 of 1933 
for the establishment of maternity homes, and none 
is provided. 


e 


Private Hospirats anp Nursinc HomEs. 
92. The number of beds was extracted from the 
records of the Department of Census and Statistics 
by the Social and Economic Planning Council. In 


' 1941, the numbers in the four Provinces were as 








follows :— 
No. of Percentage 
* | Institutions. Beds of Total Beds 
Available. Available, 
EUROPEANS. 
Cape Province......... 145 maa aoe - 24-2 
iV euba lie sea tevestee se eteen See 60 _ 671 36°3 
TANS Vaal oe osiste aus < ciate 123 1,298 29-8 
Orange Free State..... 53 180 22-9 


No exact figures are available. 


93. The number of such institutions and the beds 
available may have increased fairly considerably 
since then, in view of the increasing demand for 
hospital accommodation and the curtailment of 
public hospital building during the war. The fees 
in these hospitals vary from 10s. 6d. to £2 2s. per 
diem, depending on the type of institution and on 
the accommodation and nursing services provided. 
As these institutions have, with few exceptions, to 
be conducted as private or limited lability com- 
panies for profit, their fees depend on such factors 
as the financial circumstances of the patients, the — 
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apparent or real lack of public hospital accommoda- 
tion, and the increasing demand for institutional 
as opposed to domiciliary treatment, due perhaps 
to the fact that the public is becoming more and 
more health conscious. . 


94. The ratio of private institution beds to the 
total provided per Province shows that they still 
play an important part in the treatment of diseases 
and injuries, and it was admitted in_ evidence 
by the Provincial Secretary of the Transvaal, 
Mr. H. F. Pentz, that, even with the best inten- 
tion of increasing hospitals in the Transvaal in the 


near future, the Provincial authorities would for. 


some years to come still be dependent on the beds 
provided by such private institutions. There is 
no doubt that a great number of them not only 
levy excessive fees for the services provided, but 
also charge their patients for drugs and extras above 
what is warranted. , 


95. Private hospitals and nursing homes are not 


supported from public funds, except to a small 
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distributed as shown in the following table :— 


Ne ee ee ee ee rr a a NE ED OS 
—— oo _H>NNRRMOa—au—“"n"kn"z=«woaews sess SSS a—w>wowsasm 


| 
No. of 
Mission ee 
Hospitals. | European. | Native. Total. 

















Cape Province..... 18 + wat 971 1,015 
Natalie. can ean aoe 32 690 1,104 1,173 
"Trans vaalen cits ee ll 54 554 608 
Orange Free State 1 — 9 hee 

UNton........ 62 | 167 2,638 | 2,805 








98. These hospitals supply by far the greater part 
of the available provision for Natives living in the 
Reserves, including beds for maternity cases and 
infectious diseases. . 

99. They are not obliged to register with the 


' Department of Public Health, as they are not public” 


extent by Provinces in places where there is no , 
public hospital. They are subject to inspection by 


ethe Department of Public Health before and after 

obtaining registration. In the larger centres the 
Department delegates this duty to the local 
authority, if considered competent. Since 1942 the 
Natal Provincial Administration has ‘assumed by 
Ordinance powers of inspection of nursing homes 
and private hospitals within that Province. Accor- 
ding to the evidence of Dr. Peter Allan, Secretary 
for Public Health, there are cases where such 
homes are very poorly equipped and -the services 
far below standard, but the licence is often not 
withdrawn, as otherwise no maternity beds will be 
available to the community concerned—a ‘case 
where “‘ half a loaf is better than no bread ”’. 


96. In many nursing homes in urban areas the 
quality of the equipment and service is very good, 
but in many also it.is poor or indifferent. In no 
case can the equipment compare with that of a 
large provincial hospital. It is estimated that 
nearly half of all the beds in these institutions 
are for maternity cases—due to lack of facilities 
for such cases in most of the provincial hospitals. 
None of these institutions trains probationers for 


the South African Medical Council certificate: in- 


medical and surgical nursing. 


Misston Hosprrats. 


97. Mission hospitals vary greatly in size, staff 
and equipment. On the one harfd we have large 
urban mission hospitals, such as the McCord Hos- 


pital in Durban and Nokophila in Johannesburg—. 


well-built and equipped and up-to-date institutions. 
The Bridgman Memorial Hospital in Johannesburg 
supplies maternity facilities which should have been 
provided by the authorities, and even renders 
possible the training of medical students-and mid- 
wives. Again, we have the Victoria Hospital, 
Lovedale, unique in that, though a missionary 
hospital, it had special provision made for it under 
Ordinance No. 5 of 1912, so that it is a provincially- 
subsidised hospital controlled by a hospital board 
under the same financial conditions as public hos- 
pitals. Lastly, there are those which have sprung 


up here and there in most of the Native Territories . 


without any planned distribution, as a by-product 
of missionary endeavour. Missfonaries working 
primarily in the spiritual field have found them- 
selves constrained to take cognisance of the physical 
conditions around them. Starting in most cases 
from very small beginnings, there has been continu- 
ous growth until there are now in the Union sixty- 
five mission hospitals with a total of 2,805 beds, 


| AN 1 
_ level of excellence in every respect; but most ar 


hospitals, nor are they private hospitals (nursing — 
homes) since they are not conducted for gain. How-- 
ever, they are encouraged to register rape ee a 
procedure which gives the hospital certain advan-— 
tages flowing from official recognition, and provides 
the Department with needed statistical information. 


100. There is no uniform basis of financial assis- 
tance in the different Provinces and where help is 
given, it is in the form of arbitrary block grants — 
not related to actual running costs. The Christian 
Council of South Africa considers that about 10 per 
cent, of the income of mission hospitals is derived 
from Provincial sources. 


101. The South African Native Trust makes regu- 
lar grants for the training of nurses and midwives 
to hospitals recognised by the Medical Council as 
training schools. It also makes occasional grants 
for capital expenditure and, since the war, owing 
to the diminution of support from parent bodies 
overseas, it has given maintenance grants in certain 
cases. .As a condition of its grants, the Trust 
requires that the hospital shall be managed not 
solely by the missionary, but by a board on which 
the Native Affairs Department is represented, 
usually by the Native Commissioner. , 


102. The Department of Public Health pays on 
a daily rate for the treatment of infectious cases, 
mainly venereal or tubercular, admitted at its— 
request. > 2 WR 

103. Patients who are able to pay fees are 
expected to do so. Very few pay in full: many pay. 
nothing, but in 1940 a group of mission hospitals 
with an income of £66,463 attributed no less than” 
£26,123 of that revenue (nearly 40 per cent.) tg 
patients’ fees. No doubt a few would be Europeans: 
paying full rates. 












104. Some of the newer hospitals reach a high 


conducted in somewhat unsuitable buildings, under- 
staffed and poorly equipped. The majority have no 
resident doctor, the trained nurse in charge relying 
upon visits from the District Surgeon or some other 
medical man; but the skill and devotion of the staft 
usually make wp for any deficiency of equipment, 
and much excellent work is being done. ig 


105. It must be recognised that the missionaries 
have broken new ground and have taken a leading 
part. in showing that hospitals are not only needed 
but wanted by the Native people. The religious 
complexion of their work has been criticized in 
some quarter, but mission doctors urge that, quite 
apart from the value of religion as religion, the 
Christian atmosphere prevailing in their hospitals 
is psychologically valuable in effecting a cure. [ 


a — 


106. The ellowing ex extracts ath the evidence ot 
he Christian Council of South Africa are quoted :— 


_ Among the more backward Native people 

there is a strong psychic element in most cases 
of serious illness. Patients . . . themselves are 

not infrequently sunk in despondency, believing 
themselves to be bewitched. . . ‘A man who 
has been lying in a dingy hut with his friends 
‘ sitting around talking excitedly and angrily 
_ about who it can be that is making him ill, finds 
himself lying in a clean ward, ‘and hears. the 
= 280d Psalm read quietly in his own language: . . 
‘and as a similar experience is repeated day after 
day, the idea can hardly help dawning that the 
oyerruling Power’is perhaps benign, and that 





hands than he thought.’” 

. We submit, with all respect, that the 
missionary approach to a primitive superstition? 
ridden people is not fairly to be regarded as mere 
touting for converts.”’ 

** . . Our mission doctors give the utmost skill 
and knowledge they possess ‘to the treatment of 
every patient, regardless of whether the patient 
is likely to respond to the teaching of the hospital 
or not. We believe that ignorance and 
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superstition and the belief in witchcraft are most’ 


real and powerful obstacles to the spread of sound 
health teaching. Are we therefore to be blamed 
or criticized if we seek through our hospitals to 
do away with these evil things? ”’ 


Mine Hospirats. 


107. Free medical attention is one of the condi- 
tions of service of a Native mining labourer: The 
employer is required under the Native Labour 
Regulation Act, No. 15 of 1911, to provide approved 
hospital accommodation, which is subject to inspec- 
tion by the Departments of Public Health ‘and 
Native Affairs. In. addition, mines affiliated to 
the Transvaal Chamber of Mines have an excellent 
system of internal inspection which, combined with 
periodic meetings of the Mine Medical Officers’ 
Association, leads to a high standard of coérdina- 
tion and efficiency. It should he. mentioned, how- 
ever, that, in general, physiotherapeutic services 
% injured Natives are not well developed. 


108. The high ratio of one hospital bed for each 
multiple of forty labourers is considered appro- 
priate, in view of the dangers inherent in mining, 
the large numbers housed in each compound, the 
ibility of epidemics and the fact that the 
urers are at a great distance from their homes. 
rly half are from territories outside the Union. 




















109. There are more than sixty hospitals in the 
ansvaal, with a. complement of over eight 
sand beds. Mine labourers and mine hospitals 
re been excluded. from all general computations 
bed ratios given in other parts of this report. 


10. In additipn to providing for the care of 
ir own sick and injured, mine hospitals render 
valuable service in the training of personnel. 
rty-three of them are recognised by the Medical 
neil for the training of male nurses. Men who 
essfully complete the prescribed course of ve de 
are registered by the Medical Council and a 
ible for employment as qualified male ee 
other mine hospitals, or in general hospitals. 
‘male nurses were so registered at the end of 


am. Three large hospitals—the Crown Mines 
Aich undertook the pioneer experiment in 1921), 
City Deep and Modder B—have gone a step 
her. They have European matrons ‘and sisters, 
train Native female probationers who, in this 
, obtain a hospital certificate on completion of 
Native mine hospitals do not admit 


from the spiritual point of view he is in safer 
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- assistant nurses, 


Cape Town, and the other at Grahamstown. 
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women or children, and for this reason it is impos- 


- sible to give the full course required by the Medical 


Council for registration as a trained nurse. About 
300 Native nurses have been aw arded the hospital 
certificate. 


112, A fair. vitae of these have proceeded 
to train elsewhere as midwives and, if successful, 
they can obtain registration by. the Medical 
Council in that capacity. There are abundant 
openings for trained Native women in the Native 
areas, 12 municipal service in town locations as 
and as enlightened wives and — 
mothers among their own people. 


CHronic S1ck Homes. 


113. Some authorities consider one bed per 1,000 
of the population to be the necessary number of 
beds for a European population. Whilst no autho- 
ritative figures are available as to the beds necessary 
for non-Eur opeans, one bed per 5,000 of the popu- 
lation has been suggested. This may be taken as 
a rough estimate but it would seem to us that a 
greater proportion of beds is necessary for the 
Cape Coloured than for the Native population. 


114. Beds should be provided— 


(a) not only for the poorer class of patient as 
an act of charity, as has been the custom in 
the past, but for patients of every class who may 
require attention for prolonged periods; 


(6) for children as well as adults; 
(c) for curable as well as incurable cases. 


115. It.is undesirable that chronic sick patients 
should be allowed to occupy beds in general (public) 
hospitals for prolonged periods, thus impeding the 
admission of acute cases. 


It is desirable that provision should be made for 
cases of chronic bone and joint tuberculosis. 


116. The establishment, maintenance and 
management of chronic sick homes is a function 
of the Provincial Administration under the South 
Africa Act. Chronic sick homes were not mentioned 
specifically but the term “‘ hospitals and charitable 
institutions ’? was apparently interpreted as inclu- 
ding chronic sick homes. This interpretation was 
confirmed by Act 27 of 1940, which withdrew from 
‘the Provinces, subject to the concurrence of their 
Executive ‘Committees, the establishment, mainte- 
nance and management of charitable institutions 
and the distribution of poor relief, but excluding 
the establishment, maintenance and management 
of hospitals, chronic sick homes, ete. 


117. The Cape Provincial Administration main- 
tains two chronic- sick homes—one at Pinelands, 
The 
two institutions provide accommodation for 518 
Euroveans and 428 non-Europeans. In Natal one 
institution has been provided for 224 Enroneans— 
184 permanent: beds and 40 temporary beds. The 
Transvaal also has one institution containing 287° 
beds. for Europeans only. It is understood that 
provision is heing made for 120 non-Europeans. 
The Orange Free State has as vet made no provi- 
sion. Chronic sick persons are. however, sent either 
to the Cane or Transvaal institutions, or accommo- 
dation is found for them in the homes of near rela- 
tives, the cost in either case beine borne by the 
Administration. 


118. The Provinces endeavour to collect what 
they can from the inmates. Any inmate in receipt 
of old age pensions may be called unon to con- 
tribute to the cost of their upkeep. The amount 
collected in fees is almost 25 per cent. of the total 
expenditure of the institutions. The halance is 
met by the Province. 
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119. There is a serious lack of beds for European 
patients amounting, on the basis of one bed per 
thousand of the population, to 1,182 beds. Only 
in the Cape is any provision made for non-European 
chronic sick patients, though some provision is 
contemplated in the Transvaal. : Nothing whatever 
has been done in Natal and the Orange Free State. 
On the basis of one bed per five thousand of the 


non-European population, there is a shortage in- 


the Union of 1,119 beds. 


120. The idea of chronic sick homes has under- 
gone considerable modification in recent years. 
Though provision of chronic sick accommodation 
has always been recognised as a Provincial obliga- 
tion and the position has been made clear by Act 
27 of 1940, the provision of accommodation for 
the chronic sick has always been regarded as a 
matter of poor relief, and has until recently been 
confined to the aged and the incurable. More 
recently the idea has evolved that treatment of 
chronic but curable patients might be undertaken 
in these institutions, thus greatly relieving pressure 
on the accommodation available at general hospi- 
tals. 


121. As a result of this idea that the chronic sick 


hospital was a kind of Poor Law Infirmary, the | 


institutions are inadequately staffed, both as 
regards medical officers and trained nurses. Thus 
the Conradie Home (Pinelands, Cape Town), with 
726 occupied beds, has 10 qualified and 95 unquali- 
fied nurses, and there are only two medical officers. 
This renders- it impossible to, deal with curable 
sick patients requiring treatment, more especially 
as this type of chronic sick patient requires on 
the whole more, rather than less, care than the 
incurable case. . 


122. There is no provision for chronic sick child- 
en under 18 years of age, nor for patients suffering 
from chronic tubercular disease of the bones and 
joints. . 


123. There is lack ot codrdination—at any rate 
in the Cape—between institutions for the treatment 
of chronic and acute cases, the one class being 
directly under the Provincial Council and the other 
under a hospital board. This makes for considerable 
difficulty in the transfer of patients from one insti- 
tution to the other. It is one more instance of 
the need for an organized national’ health service 
with coédrdinated control. . 


124. There is a shortage of dietitians. * Thus the 
Conradie Home has no dietitian, and relies on two 
unqualified male cooks to serve the needs of over 
800 people, including 726 patients. There is also, 


in some institutions, insufficient provision for 
domestic service. ; e 
ConVALESCENT Homes. 
125. These institutions make provision for 


patients who are ready to be discharged from hospi- 
tal but whose home conditions are such that this 
course is undesirable, until such time as their con- 
valescence and rehabilitation is complete. Conva- 
lescent homes’ regulations generally lay down very 
definite restrictions and limitations—e.g., cases 
must be able to get up, make their beds, and come 
to meals: no cases are accepted which require 
nursing or night attendance. Only very simple 
dressings are done. 


126. No criterion can be laid’ down as to the 
number of such beds required. It will be obvious, 
however, that the better the socio-économic state 
of the people served, the greater the proportion 
who will be able to go home or on holiday, and the 
less the need for convalescent homes. 
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the Government to 


‘hospitals. 


Number of Beds Available. 


127. The provision in this respect is very meagre. 
There appear to be altogether four convalescent 
homes provided under provincial auspices—namely, 
two in-the Cape and two in the Transvaal. In the 
Cape, the Eaton Convalescent Home provides 80 
beds for adults and the McGregor Convalescent 
Home 36 for children. Both are situated in Cape 
Town and are administered by the Cape Hospital 
Board. 


In the Transvaal, the Otto Beit Convalescent 
Home, administered by the Johannesburg Hospital 
Board, provides 52 beds for European adults, and 
the Hope Convalescent Home, situated in Johan- 
nesburg but not under the Hospital Board, pro- 
vides approximately 100 beds for European chil- 
dren (girls 2-14 years; boys 2-12 years). 

The suggestion has been made that there is room 
for an institution of this sort—hospital, rather 
than home—where there will be greater nursing 
facilities, and patients may be confined to bed. for 
a portion of their stay. It is claimed that this 
might relieve the pressure upon the beds of the 
specialist hospitals. . 


128. Very little use is being made of convalescent 
homes, which might play a very useful réle in 
relieving the pressure upon beds in the general 


129. They are particularly useful in the case of 
patients coming from poor, unsuitable homes or 
from a distance, who may require to be kept under 
observation for a while, though not needing -to 
occupy an expensive bed in hospital. 


130. It would appear that their usefulness might 
be greatly increased, and that patients could be 
transferred to them earlier if there were a greater 
amount of attendance and skilled nursing provided. 


131. There is need for provision of occupational 
therapy in connection with convalescent homes 
both for adults and children. 


Hypros ANp SPAs. 


132. The medicinal use of natural mineral 
springs has been the subject of much consideration 
and deliberation by the medical profession, and of 
many articles in the ‘‘ South African Medical 
Journal ’’. ; 


133. The matter was brought before the Senate 
in 1942, when a motion was accepted requesting 
‘“‘ investigate and report upon 
the medical qualities of the mineral springs in 
South Africa and the manner in which they were 
being used -and controlled, and to make recom- 
mendations necessary for the development of such 
springs on modern lines’’. During the same 
session the Government decided to appoint this 
Commission and, as the uses of mineral springs are 
an important aspect of health services, it is incum- 
bent on us to comment on the present position of 
tuese springs and make recommendations for their 
future place in a national health service. i 


134. These natural springs are not confined to 
any one portion of the Union, but are to be found 
in every Province. They not only vary in the 


~ volume of their yield but also in their physical and 


chemical qualities’ Some are hot springs, others 
are cold, but it has been stated in evidence that 
many of them are equal to any in the world, so 
far as their medicinal and health-giving properties 
are concerned. Among the better-known are those 
at Warmbaths, Badplaats and Machadodorp in the 
Transvaal; Caledon, Zwartkops, Aliwal North, 
Montagu and Malmesbury in the Cape Province; 
but there are numerous others also in the Orange 
Free State and Natal. 


a 
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135. Some of these springs are situated on 
private farms, where people are allowed by the 
owner to camp and bathe in the hope that their 
sufferings will be alleviated or cured. As these 
farmers do not provide the necessary sanitary and 
medical services, etc., it can be readily imagined 
that the cure may be worse than the disease. 


136. Other springs are controlled and adminis- 
tered by private companies whose main concern is 
fo provide dividends on capital invested rather 
than to see that the waters are suitable for the 
invalid who has come for a “‘ cure ’’. | 


187. Again, there are springs owned and con- 
(rolled by municipalities and Provinces, but only 
in the Transvaal has there been any attempt at 
sontrolling legislation. During the Republican 
lays, President Kruger assigned the springs to the 
general public. The people made their own 
uirangements, which sometimes were primitive. 
After 1903, the Transvaal Goverhment took an 
yctive interest in the baths and passed several 
wdinances at various times, culminating in a con- 
olidating measure (No. 10 of 1933) which pro- 
yided for the ‘* control and management of public 
esorts (mineral springs and baths) and to provide 
or matters incidental thereto ’’. 


138. The main principle of this ordinance was 
he establishment of a ‘‘ Mineral Baths Board of 
[rustees ’’ to control and manage mineral springs 
ind baths on behalf of the Administrator, under 
yowers delegated by him to the Board. This Board 
1as been functioning for ten years and has carried 
ut immense improvements in the amenities pro- 
rided for visitors and, as far as they are able, for 
nvalids. But the first essential is lacking in the 
ervice for invalids—namely, a qualified person to 
lirect and supervise the treatment. 


139. The disturbing factor in regard to mineral 
prings, whether’ under provincial, municipal, 
ompany or private control, is the tendency to 
egard them purely as pleasure resorts rather than 
1s a means of curative treatment. 


140. It is common knowledge that people go to 
hese baths because some friend or acquaintance is 
leged to have derived some benefit, little realising 
hat the old saying, ‘‘ One man’s meat is another 
nan’s poison ’’, is as true in this connection as in 
nany others. Some are lucky and strike the appro- 
wiate baths; others not so fortunate may, and do, 
ecome worse as a result of their stay at a mineral 
pring. Some mineral springs provide water, that 
s potable and is of value taken internally; others 
ontain substances which are harmful. Hence, 
while some invalids prais¢ mineral springs, 
thers condemn them. Another unfortunate aspect 
f the matter is that on behalf of some of these 
vaths, preposterous possibilities of cure of a large 
lumber of diseases are claimed and advertised. 


‘141. Under such circumstances it is not surpris- 
ng that the intelligent public is beginning to look 
ipon these mineral springs as being in the same 
ategory as the worst of ‘‘ quack ’’ medicines, with 
e same attendant dangers. The time has arrived 
consider placing this national natural asset on 
| scientific basis and developing it along modern 


mes. 
bic In several European countries and in the 
Jnited States of America, steps have been taken 
the authorities to control their spas on modern 
aedical lines: Medical authorities consider these 
pines as invaluable for the treatment of con- 
alescents, neurotics, and particularly sufferers 
rom rheumatic afflictions. Some belligerent 
is are using their spas exténsively for the 
eatment of their wounded and nerve-wracked 
asualties. Prior to the war, these countries had 
ready taken steps to investigate the mineral con- 
ent of the natural springs and to place their use 
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on a scientific basis, and the time is overdue when 
similar steps should be taken in the Union in order 
to ‘protect and utilise this national asset to best 
advantage. 


143. With that end in view, immediate steps 
should be taken by the National Health Service to 
have these mineral waters analysed and reported 
upon by a responsible authority as to their physical 
and chemical properties. Thereafter, such informa- 
tion should be disseminated to the medical profes- 
sion for their guidance in their recommendations 
to patients. 


144. It is desirable that the more important 
springs should come under control by legislation 
similar to that prevailing in the Transvaal, with a 
view to converting them into sanatoria controlled 
bv the health administration, on lines that will 
ensure that invalids will be treated under the 
supervision and advice of specially-trained medical 
practitioners, assisted by physiotherapists and other 
auxiliary personnel, 


‘Inrectious DisEases Hospirats. 


145. Under Section 24 of the Public Health Act, . 
1919, any local authority may and, if required by 
the Minister, shall provide and maintain, either 
separately or jointly with another local authority 
or with a hospital authority, a hospit&l for the 
accommodation and treatment of persons suffering 
from infectious diseases. In order to obviate the 
possibility of any expenditure under this heading 
becoming too great a strain upon the financial 
resources of local authorities, the Public Health 
Act has made provision for a refund by the Depart- 
ment of Public Health of a portion of the capital 
and maintenance expenditure ‘involved. The 
Minister may, if the scheme is fully approved 
before any liability is incurred, refund half the 
capital costs and half the nett maintenance expen- 
diture. When patients are sent at the request of a 
local authority for treatment in another local 
authority’s isolation hospital, an account for the 
full amount of the fees is submitted by the latter 
to the former who, after collecting any fees from 
the patient, submits a claim to the Department of 
Public Health for the appropriate refund. 


146. The number of beds available for ordinary 
infectious diseases in the Union as on December 
31st, 1948, was 829 for Europeans and 718 for non- 
Europeans. The following schedule, supplied by 
the Department of Public Health, gives further 
details of the beds available : — 


























European. | Non-European. 
Departmental Institutions Estab- | 
lished and Maintained by the |. 
Department........2..00.0 ike 24 56 
Institutions Established by the 
Department and Maintained by 
Local Authorities or Other 
Public; Bodies... ie.ccm eles =r 162 — 
Local Authority Schemes........ 540 304 
Mission Hospitals.............4- 24 244 
Miscellaneous... .0. 2... cece cone P19 114 
OWADcar nae eye cays ceksls areata 829 718 











A considerable number of these beds are at 
general inetitutions, more particularly in the case 
of mission hospitals and miscellaneous institutions. 
The fuller schedule shows that there is not adequate 
provision for isolation facilities in a large number 
of country areas. The number of beds usually con- 
sidered necessary for infectious and venereal 
diseases combined is one bed for every 2,000 of the 
population. Actually, for these two categories, we 
have 940 beds in the case of Europeans, and 1,956 
in the case of non-Europeans, so that the number of 
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beds in the case of Europeans shows no serious 
deficiency, but the same cannot be said of the non- 
European beds. In both cases the distribution. of 
beds is defective. 


147. Apart from the shortage and maldistribu- 
tion of beds, there are other defects in the system 
of providing for treatment and isolation :— 


(i) The domicile of. patients is difficult to 
establish; this leads to constant disputes between 
local authorities as to responsibility for payment. 
Local authorities tend to avoid the establish- 
ment of isolation hospitals with the financial 
responsibility involved, fearing that other local 
authorities will make use of the facilities pro- 
vided whilst evading the financial responsibility 
for their patients. 

(ii) The fact that general hospitals are under 
provincial control and infectious diseases hos- 
pitals are under local authorities or the Union 
Department of Public Health has rendered 
coéperation in the provision of services difficult. 


(iii) Exception is sometimes taken to the fact 
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that patients who are segregated in isolation hos- . 


pitals, more from the point of view of preventing 
the spread of infection than for their own good, 
are charged for the “‘ privilege ’’. 


(iv) The absence of isolation facilities over 
large areas has caused difficulties in preventing 
the spread of infection and in the treatment of 
such diseases as diphtheria, which require skilled 
nursing and constant care. In some cases, hos- 
pital boards have undertaken the administration 
of infectious diseases blocks on behalf of the 
local authorities. We saw this system working at 
several centres with satisfactory results. 


(v) Shortage of beds for infectious cases is 
not confined to country areas. In the non-Euro- 
pean hospital in one of our largest-centres, cases 
of puerperal septicaemia are admitted to the 
gynecological wards amongst ‘‘ clean ’’ gyneco- 
logical cases. 


(vi) An addiOjnal reason why small local 
authorities are loath to establish infectious di- 
seases hospitals is the cost of maintaining and 
staffing an institution which may be only inter- 
mittently used. 


(vii) There seems no adequate reason, save that © 


Provincial Councils are not responsible for infec- 
tious diseases, why tpyhus patients, after 
delousing, should not be admitted to the wards of 
a general hospital. 


At various centres, hospitals for formidable 
epidemic diseases have been established. 


TUBERCULOSIS HOSPITALS. 


148. The responsibility for providing accommo- 
dation for patients suffering from tuberculosis is a 
eb one. Section 51 of the Public Health Act 
reads ;:— } 


““ It shall be the duty of the Administrator, 
when so requested by the Minister, to make pro- 
vision in connection with . . 
ance of persons suffering from tuberculosis ’’, 

but in the same section provision is also made for 
the Administrator to be reimbursed any capital and 
maintenance expenditure involved. 


Whilst there is no doubt as to the responsibility of 
local authorities, advised and assisted by the Union 
Government, for tuberculosis ‘‘ in a conimunicable 
form ’’, there seems to be some doubt in the case 
of tuberculosis which is not in a communicable 
form. Alone amongst the hospital ordinances of the 
four Provinces, Cape Ordinance No. 5 of 1912 
makes provision for sanatoria for the reception of 
persons suffering from consumption and_ other 
diseases. Whilst theoretically it should be esta- 
blished that a patient suffering from pulmonary 


. care and mainten- — 


- tuberculosis. 
















; 
tuberculosis is infectious before the local authority 
and Union Government are responsible, in actual 
fact, as far as pulmonary tuberculosis is concerned, 
the responsibility is accepted. — 


We have had a great deal of evidence, which 
appears to us to be reasonable, that it is undesirable 
to divide tuberculosis into separate categories, and 
that whatever body is responsible for pulmonary 
tuberculosis should be responsible for all forms 
tuberculosis. This was well illustrated at Lovedale 
where the Victoria Hospital deals extensively with 
bone and joint tuberculosis, whilst the MacVicar 
Tuberculosis Hospital, in the same grounds and 
under the same management, deals with pulmonary 
The financial arrangements and 
authorities responsible for the two institutions are 
entirely different. 


° 


149. In the case of local authorities, the Mini- 
ster may, if the scheme is fully approved before any 
liability is incurred, refund half the capital costs 
and half the nett maintenance expenditure. Local 
authorities are responsible for the fees of any 
patient sent at their request to the institution of 
another local authority or an institution maintained 
by the Department. The local authority, in the 
case of tuberculosis, is further subsidised to the 
extent of a 25 per cent. refund by the Provincial 
authorities. The principle appears to be that, to 
a greater extent than is the case with ordinary 
infectious diseases, tuberculosis hospitals are con- 
cerned with treatment rather than prevention. 


150. The generally accepted standard as regards 
beds required for the treatment and isolation of 
cases of pulmonary tuberculosis is one bed for every 
death per annum. The report of the Union Depart- 
ment of Public Health for:the year ended June 
30th, 1942, gives the number of deaths amongst 
Europeans for the year as 750, and estimates the 
number of non-Kuropean deaths at 15,000. Owing 
to the absence of vital statistics for the Native 
population outside of urban areas, it is impossible 
to give more exact figures. a 

151. The total number of beds provided is 610 
for Europeans, and 1,850 for non-Europeans. There 
is therefore a shortfall of beds available amounting 
to 140 in the case of Europeans, and about 18,000 
for non-Europeans.. | 4 ; 

The following schedule, supplied by the Depend 
ment of Public Health, gives further details of the 
beds available :— A 


European. ‘Non-European, 





Departmental Institutions Estab- 
lished and Maintained by the 
Department..oh5 <m..-5 <a treets 

Institutions Established by the 
Department and Maintained by 
Local Authorities and Other 
Pape Wodies... wi... 6s tone 

Local Authority Schemes........ 

Mission Hospitals............... 

Miscellaneous. :..........: one 





1652. That the local authorities and Department 
of Public Health are alive to the shortage of beds 
is clear, both from the evidence of the Secretary 
for Public Health and from the fact that local 
authority schemes are now under consideration 
which would provide 102 ‘additional beds for Euro- 
peans and 596 for non-Huropeans. The Commission 
had pleasure in inspecting Nelspoort Sanatorium 
and King George V Hospital, Durban. We alsa 
visited the hospital at Springbok, which has~not 
yet been opened owing to lack of nursing staff.- 


e 

153. There is thus a grave shortage of beds for 
non-Kuropeans. lt cannot be too strongly empha- 
sized that the main factor in the eradication of pul- 
monary tuberculosis is the isolation of all open 
sases—i.e., cases who are coughing up the causative 
germs. Without adequate accommodation, such 
isolation is impossible. It would appear to be use- 
less to embark upon any scheme for the early detec- 
tion, in the curable stage, of cases of pulmonary 
buberculosis, unless accommodation has been pro- 
vided for their treatment and isolation. We realise 
that the Union Department of Public Health is 
aware of the need but have, in the past, been handi- 
sapped by absence of adequate financial arrange- 
ments. 


154. Of the beds shown on the schedule, a large 
number are either in special tuberculosis hospitals 
gr in special wards in connection with infectious 
liseases hospitals, but quite a number are scattered 
hhrough the wards of mission hospitals and cannot 
a considered adequate for the isolation of tuber- 
sulosis. 


_155. It. would be manifestly impracticable to 
build large numbers of expensive hospitals for the 
isolation of advanced and chronic cases of pul- 
monary tuberculosis. For this purpose, more 
especially in the case of non-Huropeans, the sim- 
plest possible-form of structure should be erected— 
preferably within reasonable distance of the 
patient’s relatives and friends. Quite a different 
structure is to be aimed at in the case of institu- 
tions for the treatment—surgical and -medical—of 
sarly curable cases, such as are exemplified by the 
King George V Hospital at Durban. 


It is essential that differentiation should be made 
between these two types of structure, and that the 
more elaborate type of hospital should not be used 
for mere isolation purposes, resulting in curable 
cases being crowded out. 


156. In conclusion, it would appear that in pul- 
nonary tuberculosis as seen today in South Africa, 
we have a problem which has been allowed to 
become almost unmanageable. It can only be 
tackled by a vigorous policy, centrally planned and 
controlled. There must be a realisation that money 
spent upon the building of hospitals for the treat- 
ment and isolation of tuberculosis, and of dispen- 
aries, health centres and clinics for the early detec- 
tion and follow-up of cases, will yield incalculably 
large dividends in the future. 


VENEREAL DISEASES HOSPITALS. 


157. To most laymen, the principal reasons for 
he establishment of separate institutional accom- 
nodation for sufferers from venereal diseases is still 
in unreasohing fear of infection and, in many 
sases, a real or feigned moral reprobation of the 
ufferers. Neither of these reasons is sound. The 
isk of extra-genital infection is much exaggerated 
n the lay mind, and by no means all the 
ufferers are offenders against the moral law. More- 
ver, the provision of separate accommodation at 
mce stigmatises the sufferers and places a premium 
Ipon concealment of infection, thus frequently 
Tustrating the whole purpose of making such pro- 
sion at all. For it is easy to conceal infection. 
‘rom these viewpoints, there is much to be said for 
oviding the necessary beds simply as part of 
eneral hospital accommodation in genito-urinary 
r gynecological wards. Nevertheless, the tech- 
liques of treatment of venereal disease have become 
0 specialised that there is also an argument on 
uurely medical grounds for separate provision. 


158. The Public Health Act itself makes provi- 
ion for the establishment of venereal diseases 
ospitals, including generous subsidies from the 
entral to local health authoities; and in practice 
nany venereal diseases hospitals have been estab- 
Ry. 
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lished. Most of them are for non-Muropeans in 
urban areas, whose living conditions are usually 
such that it is impossible for them adequately to 
safeguard against the accidental spread of infection, 
even though they are fully attentive to the instruc- 
tions given them by their medical attendant. 


159. Syphilis ceases to be infective as soon as 
it 18 brougnt under modern treatment, but will 
oniy remain so li the patient attends regularly. 
Many non-Huropeans and some luropeans are nen- 
cooperative IN .Loth* these regards, and ior them 
rsolatlon Im a special venereal diseases hospital, 
eniorceable by iaw, is necessary in the pubic 
interest. Hiven so, practice varies widely, as is 
seen trom the returns published annually by the 
Department of Public Health, which show that 
some local authorities pursue the policy of isolation 
in hospital to a much greater extent than do others, 
‘his may be, in a measure, a reilection of the 
widely varying social conditions and racial consti- 
tutions in the Union. lt is these wide variations 
which make it impossible to lay down any standard 
ratio ot beds to population. 


i60. Beds, of course, are necessary, apart from 
the question of isolation, for those cases 1n which 
surgical complications are present. Late syphilis— 
aliecllng the systems and organs other than the 
genital—is rareiy infectious and is usually dealt 
with by the general medical services, in the wards 
of general hospitals, when institutional treatment 
is required. 


161. Venereal diseases are specially dealt with 
in a separate chapter of the tublic Health Act. 
‘he Minister may retund to a iocai authority two- 
thirds of the cost of providing and maintaining 
isolation accommodation tor venereal patients, aud 
in addition may supply free drugs. He cannot 
compe! a local authority to establish accommodation 
—-a point of diiference as compared with other intec- 
tious diseases. ‘lhe responsibility of the State 
ceases when the patient becames non-infectious, as © 
does also his own legal obligation to complete 
treatment. it is, however, very much in his own 
interests to.continue treatment to the point of cure 
which, in the case of syphilis, is usuaily long sub- 
sequent to the point at which iniectivity ceases. 
in practice the Department of Public Health 
encourages district surgeons to continue treatment 
to the point of cure, and has no objections to iree 


‘drugs bemg used by them and by loca! authority 


clinics for the treatment of non-infectious cases; 
but is not usually prepared to provide free hospital 
accommodation for the patient so that his treat- 
ment may be continued. In short, the onus is upon 
the patient, and much depends on the ability of 
the doctor who first treated him, to persuade him 
that he should continue even after the gross signs 
of his infection have been removed. 


162. The central health authority itself main- 
tains several hospitals for the isolation and treat- 
ment of patients suftering from venereal diseases. 
Local authorities which themselves maintain a 
treatment scheme are charged for cases coming 
from their areas. ‘They in turn receive a refund 
of two-thirds of that portion of these charges 
(usually the whole) which they cannot recover from 
the patients themselves. The central authority 
refunds two-thirds of the actual approved cost of 
venereal diseases hospitals maintained by local 
authorities. In addition, it pays many mission 
hospitals a fixed daily fee (not the same throughout 
the country), in respect of patients suffering from 
venereal diseases treated in those institutions. 


163. A point of considerable difficulty in regard 
to the administration of venereal diseases hospitals 
is to determine at what stage the patient becomes 
permanently non-infectious. The patient suffering 
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from gonorrhoea remains potentially infectious 
until he is completely cured, which may take 
several months, even under the newer chemo- 
therapy. The syphilitic patient, who has been 
treated for several weeks and has then discontinued 
his treatment, may suffer from infectious relapses 
and will almost certainly, for years afterwards, 
remain capable of. transmitting the disease to his 
offspring. 


=> 


164. The Department of Public Health has laid 


it down that every effort should be made to give the 
syphilitic at least ten injections at weekly inter- 
vals, which is the minimum number required, to 
preclude all possibility of infectious relapse. This 
does not mean that every syphilitic sent to a 
venereal diseases hospital must be kept there for 
ten weeks. He may be discharged much sooner if 
there is reasonable expectation that he will con- 
tinue his treatment after discharge: 


165. A large hospital, maintained by the Depart- 
ment of Public Health, at Rietfontein serves the 
needs of the Reef area, and there are smaller 
Departmental institutions at Kingwilliamstown, 
Vryburg and Zeerust, etc. Rietfontein caters for 
Europeans as well as non-Huropeans, and is in 
charge of full-time resident staff. Native patients 
come mainly from the pass offices, where they are 
detected on routine medical examination, but there 
is a steady trickle from other sources as well. The 
other hospitals named are in charge of the local 
district surgeons, and serve Natives only—mainly 
from the rural areas in the midst of which they 
are situated. 


166. Sometimes venereal diseases hospitals main- 
tained by local authorities are separate establish- 
ments, e.g., at Pietermaritzburg and Ermelo; 
sometimes part of general infectious disease accom- 
modation, as at Cape Town; and sometimes in 
special wards of general hospitals as at the 
Addington (European) and King Edward VIII 
(non-European Hospitals in Durban. These cater 
for both rural and local urban patients, the local 
authority being reimbursed in full for patients 
from outside its own area. 


167. The Department is making increasing use 
of mission hospitals, which are essentially general 
hospitals but capable of making suitable provision, 
sometimes in special huts in the hospital grounds, 
as the patients are often ambulant. The large hos- 
pitals at Elim, Jane Furze and Bochem in the 
Transvaal have for many years been subsidised for 
this purpose, and of recent years other mission hos- 
pitals throughout the country have also been 
brought into service. 


168. Some thousands of patients are treated 
annually in venereal diseases hospitals, and it can- 
not be questioned that many of them are saved 
from the severer early consequences of venereal 
disease. I¢ is difficult.to say, because of inadequate 
“* follow-up ’’ system, how many of them are cured 
in the full clinical sense, at any rate of syphilis, 
although a high percentage of them are being cured 
of gonorrhoea. Nor do we know how many of the 
syphilitics are rendered permanently non-infec- 
tious: this could be answered only after patient 
investigation by experts; but the continued high 
- incidence of syphilis suggests that the methods at 
present in vogue are not eminently successful. Even 
if that be admitted, the remedy for the situation is 
not to be found in a mere increase of venereal 
diseases hospital accommodation nor in a prolonga- 
tion of the periods of compulsory detention therein, 
but rather in a general increase of health education 
accompanied by an increase of the facilities for 
out-patient treatment, preferably at general 
rather than at stigmatising special clinics. There 










is no disease in which it is easier for enthusiast 
to make wild demands for impossibly extensive an 
intensive measures. Improvement will come mos 
surely as the general health services improve, not 
as the result of ad hoc campaigns. One possibilit 
which might well be explored is the use of intensiv 
methods of therapy—‘‘ continuous drip ”’ and § 
forth—the exponents of which claim that they 
make practicable the absolute cure of syphilis with- 
in periods much shorter than those for which mos 
cases are now being hospitalised under the older 
methods, which are failing to achieve permanen 
and total cure. This method, if successful, would 
call for a reconsideration of the in-patient accom- 
modation to be made available for the treatment of 
such patients. 


LEPER INSTITUTIONS. 


169. Although experts are now of opinion that 
leprosy was not an endemic disease in South Africa 
before the arrival of the white man, Theal, in his 
‘History of South Africa ’’, states:— ~ : 


‘* The coloured races of South Africa, though 
singularly free from disease, were subject to one 
of the most dreadful maladies with which man- 
kind is afflicted. There is no means of ascertain- 
ing the ravages made by leprosy among the 
Hottentots, but it is tolerabiy certain that, 
though they were acquainted with the disease, 
the number of individuals affected was very 
small. It is not once named in the early records, 

“and it is only from tradition that it is known 
to have existed among these people before their 
intercourse with strangers. Whether the Bush- 
men were liable to be attacked by it is uncertain. 
Among the Bantu tribes it was by no means rare, 
and the slaves of all nationalities who were 
brought into the colony were subject to it. It 
was now proved that Huropeans also were liable 
to its attacks. Some cases having been suspected, 
in May, 1756, a Commission of medical men was 
appointed, who examined* the sufferers, and re- 
ported that one man, who had been 18 years ill, 
was afflicted with leprosy, that his eldest daugh- 
ter was showing symptoms, and that another 
man, who had been 9 years ill, was suffering from 
the same disease. ‘The Government recommended 

‘isolation of the sufferers, but did nothing more.”’ 


170. The first Leper Asylum was established in 
tht Cape Colony in 1818, but was - subsequently 
abandoned, and the inmates removed to Robben 
Island in 1845. This was also closed down in 1931, 
when all European lepers were accommodated at 
West Fort, near Pretoria. : ; ; 


= 


~“ 


171. In 1924 leprosy was placed under the 
Department of Public Health and is administered 
under a number of Colonial lays and regulations. 
The following laws apply :— 


Cape Province.—Act No. 8 of 1884, and Act 
No: 310 1894)..< eis. 


Natal Province.—Proclamation. 8 bis of 1933, 
amending the Natal Code of Native Law. Persons 
other than Natives are removed to a suitable 
leper institution under a Minister’s warrant made 
out under Section 197 of the regulations framed 
under the provisions of Act 44 of 1901, as 
amended by Atts 43 of 1903, 39 of 1906, 11 of 
1914 and 36 of 1919. The regulations referred 
to are kept alive by Section 155 of the Public 
Health Act, No. 36 of 1919. ; . 


Transvaal Province—.Ordinance No. 23 of 
1904; Act No. 5 of 1907; Act No. 2 of 1908; 
Act No. 4 of 1908; and the regulations framed 
under Ordinance No. 23 of 1904, Government 
Gazette No. 1239 of 1909. 


Orange Free State.—Act No. 26 of 1909. 


172. The Department is advised by a Leprosy 
Advisory Committee consisting of thé Secretary for 
Public Health. with six medical practitioners 
appointed by the Minister. 


173. Leprosy is a notifiable disease, and all cases 
notified are isolated at one of the five institutions 
administered by the Department. At West Fort, 
Pretoria, Kuropeans and non-Huropeans are accom- 
modated, while institutions for Natives exist at 


Emjanyana, Transkei; Amatikulu, Zululand; 
Bochem, Northern ‘Transvaal, and Mkambati, 


Pondoland. As a Commission we visited and in- 
spected Emjanyana and found the patients to be 
well cared for and apparently m good condition. 
The patients were allowed a certain amount of 
liberty within the bounds of the institution. 


174. Research into the treatment of the disease 
is carried out at the institutions. Leprosy is 
peculiar in that in many cases the disease becomes 
arrested of its own accord. In other cases treat- 
ment brings about this fortunate event. Such 
patients as have become non-infective are dis- 
charged from the institutions after each case has 
been considered by a special Medical Board set up 
by the Department, and consisting. of some of the 
officers of the Department, together with certain 
medical practitioners. 


175. Patients who have been so discharged are 
permitted to return to their homes under certain 
stringent conditions. They must segregate them- 
selves strictly and must submit themselves to 
periodic ‘medical examinations by the district 
surgeon of the area where they reside. During the 
first three years after their discharge they are 
‘examined every six months; after that, for the next 
three years, once a year. 


176. This policy, which has been disputed in 
certain quarters, has proved to be very efficacious. 
It has had a great educative effect on the people, 
with the result that they are now much more ready 
to come forward for treatment, at an earlier stage 
of the disease, and consequently with more chance 
of recovery. 



































177. At a meeting of the Leprosy Advisory Com- 
mittee held in January, 1943, the following resolu- 
tion was adopted : — . 

‘The Board is of opinion that the policy of 
compulsory segregation must be continued until 
such time as the standard of general culture is 
greatly raised in the population and until 
medical aid can be made accessible to the whole 
population. The Board, however, is also of 

opinion that lepers whose home environment 1s 
suitable and who themselves are of sufficient 
standard of education and intelligence to consti- 
_ tute in toto a reasonable safeguard of treatment, 
_ might be permitted to live outside institutions.’’ 


a 


- 178. Even in India, where this system of segre- 
‘gation has been criticized in the past, the necessity 
for segregation is admitted in an article by R. G. 


Press. He states: — 


“The necessity for isolation of the most infec- 
tive cases is insisted on and the emphasis is laid 
on selective segregation of infective cases from 

contact with healthy members of the community, 
either by compulsory or voluntary measures.”’ 


ty 179. During the year ended June, 1943, 74 
ee eane and 2,188 non-Europeans were accom- 
modated in the institutions of the Department of 
Public Health. 
BS va? Mentat Hospitats. 


t J 180. At the present moment, nine mental hos- 
Pitals and two institutions for the feeble-minded 
attempt to accommodate the mentally-diseased 
a 


‘Cochrane, published in the Madras Government — 
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persons in the Union. All these institutions are 
administered by a sub-department under the direc- 
tion of the Commissioner for Mental Hygiene. 
Previously placed under the Department of the 
Interior, this sub-department has now been trans- 
ferred to the Department of Public Health. 
Although mental diseases were not included in the 
specific terms of reference, we have felt throughout 
that mental disease is so intimately bound up with 
the general health of the people that it is impos- 
sible and undesirable to separate them in any 
enquiry of this nature. 


181. Mental hospitals are situated at’ Bloemfon- 
tein, Fort Beaufort, Fort Napier, Grahamstown, 
Pietermaritzburg, Port Alfred, Pretoria, Queens- 
town and Cape Town (Valkenberg). 


Institutions for the feeble-minded are situated at 
Cape Town (Alexandra), Potchefstroom (Witrand). 


182. On December 31st, 1942, the total number 
of mental hospital beds available was 11,735 and 
the number of patients in residence 13,356. This 
state of overcrowding has existed for some con- 
siderable time. It is referred to in the report of 
the Departmental Committee on Mental Hospitals 
of 1936-37, wherein is quoted the report of the 
Select Committee of 1913 to the effect that, even 
at that date, the accommodation provided was 
found to be insufficient and unsatisfactory. Where 
the institutional provision in other countries ranges 


from 400 to 680 beds per 100,000 of the population, 


_ in 1936 this ratio in South Africa was 295 for 


Europeans, 97 for non-Europeans and 180 for all 
races. There has been a steady increase in the 
number of certified persons and it is interesting to 
find that the estimate of the Commissioner for 
Mental Hygiene, made in 1936, that the average 
increase of population in institutions would-be 3 
per cent. per annum, has proved correct. It was 
stated in evidence, however, that a new hospital 
in course of construction at Krugersdorp would, 
to a certain extent, relieve the situation. 


1838. The number of beds at the two institutions 


_ for feeble-minded on December 31st, 1942, was 


1905, and the number of patients in residence 


1,728. 


184. The Departmental Committee of 19386 
recommended, and this was supported by all expert 
witnesses, that it is highly desirable to -attach 
special mental wards to each general hospital for 
the treatment of incipient cases. It would have the 
advantage that the clinical material would become 
available for teaching purposes and would also 
relieve the pressure on the mental hospitals. 


185. The Commission had the opportunity -of 
inspecting the mental hospital at Queenstown. The 
buildings appear to be very good and the whole 
institution made the impression of being conducted 
in an exemplary manner. There was, however, 
a of overcrowding, especially on the Native 
side. 


186. The nursing staff are trained at the mental 
hospitals in accordance with the regulations of the 
South African Medical Council. Non-Europeans 
are, at the present moment, not being trained and 
it is questionable whether their - development 
generally is yet of such a nature as to make their 
training desirable. 


187. Evidence was laid before us that a great 
shortage of staff exists, particularly since the com- 
mencement of the war. The number of applicants 
offering for training has decreased and on March 
3lst, 1948, out of a total female nursing staff of 
740 authorised, excluding matrons and sisters, 
there were 383 vacancies. It was pleasant to note 
that occupational therapy had been applied in 
mental hospitals for some considerable time. The 
extension of this form of treatment could be under- 
taken with advantage and it might well find a place 
in general hospitals as well. 


JHAPTER XIV. 


ORTHOPAEDIC SERVICES. 


188. Orthopaedic surgery includes affections of 
the locomotor system, all fractures below the level 
of the occiput and injuries and affections of the 
joints. It concerns itself, therefore, with— 


(i) traumatic surgery—i.e., treatment of in- 
juries to bones, joints and muscles; 


(ii) treatment of bone and joint tuberculosis; 


(ii1) correction of deformities due to congenital 
and acquired defects, such as club foot, etc. ; 


‘(iv) correction of results of paralyses, due to 
such diseases as poliomyelitis anterior acuta or 
to birth injuries. 

It must be pointed out that, although traumatic 
surgery is included in the definition of orthopaedic 
surgery, the estimated needs in regard to personnel 
and accommodation do not include it. 


189. The desiderata for such a service are well 
set out in the memorandum submitted by the 
National Council for the Care of Cripples in South 
Africa : — ci 

(i) one organization to cover the whole Union; 


(i1) provision of orthopaedic hospital accommo- 
dation :— 


(a) orthopaedic hospitals; 

(6) orthopaedic departments in all first- 
grade hospitals (this scheme involves a total 
provision of 2,075 beds—424 
1,651 non-European) ; 

(c) full-time specialist staff; 
(i111) teaching—both pre- and post-graduate— 

in orthopaedic principles at the Universities; - 
(iv) workshops for provision of splints and 
appliances; 
(v) outstations; 
(vi) feeder services. 


190. Stress is laid upon the importance of early 
attention and on provision being made for the find- 
ing, treating, after-care and education of cripples. 
Evidence has laid emphasis upon the need for a 
free service conducted by salaried surgeons and 
nurses: it has been established that, owing to the 
prolonged nature of the treatment, very few people 
can afford to pay in full either for themselves or 
for their children. Consequently, few surgeons can 
afford to take up this career at present, as the 
greater part of their work would have to be done 
without payment. 


191. The National Council for the Care of 
Cripples, together with its constituent bodies and 
the Orthopaedic Surgeons’ Group, tendered very 
important evidence. Great credit is due to profes- 
sional and lay enthusiasts for the work which they 
are doing to ensure a national service for cripples 
and all other matters appertaining to the interests 
and care of cripples. The Lord Nuffield Fund for 
orthopaedic services in South Africa has provided 
generously for lectureships in orthopaedics, bursa- 
ries for post-graduate study in orthopaedics, sub- 
sidies for orthopaedic surgeons, the training of 
orthopaedic nurses, and the provision of complete 
or partial orthopaedic units for Huropeans, Natives, 
_ Indians and Coloureds. 


Administrative Responsibility. 


192. Union Department of Public Health.— 
According to the Public Health Act, the Depart- 
ment is responsible, either directly or by subsidisa- 
tion of local authorities, for the treatment of 
*‘ tuberculosis in a communicable form’’. The 
National Council for the Care of Cripples passed 
the following resolution on September 8th, 1941:— 


“That the Union Department of Public 
Health be asked to extend its care of tubercu- 


European and 
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St. Joseph’s Home at Philippi, which is a Catholie 












lotics so as to include chronic surgical and non- 
infectious cases such as tuberculous hips and 
spines.”’ . 


193. Except in Natal, responsibility for the 
supply of orthopaedic appliances has been trans 
ferred from the Department of Social Welfare t« 
the Department of Public Health. Until recently. 
appliances were supplied by the Department only 
‘to indigent cripples where such appliances will 
fit them for the labour market ’’. ‘These facilities 
have been extended, but the grants made for this 
purpose are still very inadequate. 


194. The Department of Public Health provides 
district surgeons and subsidises district nursing 
services either directly or indirectly through hos- 
pital boards under the Provincial Administrations, 
or voluntary organizations. 


195. The Union Department of Social Welfare 
has a disability scheme under which “‘ mainten- 
ance’’ grants are made -in respect of adult 
Europeans who are certified ‘“‘ unfit’’. These 
grants of £3. 10s. per month are totally inadequate. 
The Department is responsible for Poor Relief, 
and makes equally inadequate maintenance grants 
for ‘‘ Children in Need of Care ’’, as defined in the 
Children’s Act of 19387. 


The Department subsidises the salary of the 
Secretary of the National Council for the Care of 
Cripples. | 


196. The Provincial. Administrations are respon- 
sible for the treatment of orthopaedic cases; this 
is carried out in— in HBR j 

(a) Natal: in provincial hospitals; 

(6) in the other three Provinces: in State-aided 

general and special hospitals. 


Hospital provision includes subsidy for district 
nurses and, in the Orange Free State, Natal and 
Cape Province, the supply of orthopaedic appli- 
ances. . . >, aa ais 

The Provincial Administrations are responsible 
for the care of the chronic sick, which includes 
chronic cases of crippling and cases of spastic 


paralysis not mentally defective. 


Hospital Services. 


197. Cape.—It is to be noted that the_ various 
institutions at Cape Town listed below have, in 
spite of some diversity of control, been welded 
together into an orthopaedic unit—the only one 
of its kind in South Africa—and that at Groote 
Schuur Hospital is to be found the only fully- 
equipped orthopaedic department in any hospital in 
South Africa. Groote Schuur Hospital provides 
ward accommodation for 36 patients, and its ortho- 
paedic out-patient department attends to about 150 
patients per week. The Lady Michaelis Ortho 
paedic Home has accommodation for 42 Huropea 
and Coloured children under 14 years of age, whe 
require operative orthopaedic treatment, chiefly for 
congenital deformities and infantile paralysis. The 
Princess Alice Home of Recovery accommodates 72 
children under 14 years of age, Huropean and Col- 
oured, suffering from surgical tuberculosis. It is 
planned to expend this into a complete orthopaedic 
unit with 860 beds. All these institutions are 
under the Cape Hospital Board. Im addition, use 
is made of the Maitland Cottage Homes, which are 
run by the Society for the Protection of Child Life, 
and provide accommodation for 100 Coloured child- 
ren suffering from surgical tuberculosis, and of 














institution. | 

The accommodation provided has been found 
entirely insufficient and there are long waiting-lists, 
but there has been a remarkable coérdination of 
available resources. 


Victoria Hospital, Lovedale, provides 75 beds de- 
yoted to orthopaedic cases. The Umtata Hospital 
Board are endeavouring to make provision, assisted 
by a grant of £2,000 from the Nuffield Trust, and 
the matter is under consideration by the Cape 
Provincial Council. In the Lastern Province, the 
local Society for the Care of Cripples collected over 
£3,500 from sympathisers and the Nuffield Trust 
promised £3,500. The Port Elizabeth City Council 
granted the Society a very fine site of five acres in 
close proximity to the general hospital. Building 
plans for a home to house 40-50 crippled children, 
at an estimated cost of £20,000, were ultimately 
approved by the Union Department of Public 
Health. In 1943, the Provincial Administration 
agreed to increase its offer of a loan from £7,000 
to £13,000, provided the home was under the control 
of the hospital board. However, the City Council 
refuses to transfer the site to the board on the 
ground that any deficit on the maintenance of the 
home would fall on local ratepayers and would 
not be distributed throughout the Midlands. The 
ridiculous situation now exists that the local Society 
has over £7,000 and a very fine site, and the local 
hospital board can obtain £13,000 but not the site, 
unless the Cape Provincial Administration will 
relieve the City Council of the responsibility for 
meeting any deficits which may occur. 


198. Natal.—There is no special accommodation 
for orthopaedic cases but they are attended by an 
orthopaedic surgeon in the wards of Addington and 
Grey’s Hospitals. The Natal Cripples’ Care Asso- 
ciation has established Uplands Orthopaedic Ilome, 
Pietermaritzburg, for the after-care of European 
cripples, and the Open Air School at Durban is the 
only special school for physically-handicapped chil- 
dren in the Union. athe 


There is no special hospital accommodation for 
Native children. 


199. Transvaal.—The General Hospital, Johan- 
nesburg, has no special orthopaedic department and 
cases are treated by orthopaedic surgeons in the 
general wards. Our evidence goes to show that the 
treatment of Native cases is seriously hampered by 
the shortage of beds. The Hope Convalescent Home 
provides after-care for 90 children, but not all of 
these are orthopaedic cases. The Hope Training 
Home accommodates 80 European children, all 
orthopaedic cases, and provides education, medical 
supervision and vocational training. These homes 
are conducted by a house committee affiliated to the 
Transvaal Cripples’ Care Association, with subsidy 
from the Provincial Council. The Transvaal Pro- 
vincial Administration intends making provision at 
Johannesburg for a Huropean orthopaedic institu- 
tion and for a Native orthopacdie unit at Pretoria. 


900. Orange Free State.—Provision has been 


made at the National Hospital, Bloemfontein, tor 
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_ a dozen. 


16 orthopaedic beds for European children, and the ° 


Provincial Administration has also undertaken the 
care and maintenance of the Frieda Olleman’s 
Orthopaedic After-Care Home with provision for 20 
European children. There is no provision im the 
Orange Free State for non-Huropean orthopaedic 
cases. . 


_. Orthopaedic Workshops and Appliances. 
- 201. Orthopaedic appliances should be supplied 
by the hospital as part of the treatment, both to 
in-patients and out-patients, dud workshops should 
be attached to hospitals with orthopaedic depart- 
ments. 


_ The Cape Hospital Board follows this procedure 
and has an orthopaedic workshop under a trained 
technician attached to the Lady Michaelis Ortho- 
ae Home, who makes the appliances on the 
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instruction of the orthopaedic surgeon for all cases. 
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attending the hospitals under the Board, both in- 
patients and out-patients. The workshop finds 
difficulty in coping with the work, and needs 
expansion. 

The Natal Provincial Administration has esta- 
blished a similar orthopaedic workshop at the 
Addington Hospital, Durban, which makes ortho- 
paedic appliances for cases in any provincial hos- 
pital. 

In the Transvaal, orthopaedic appliances are 
not supplied: by the hospitals or the Provincial Ad- 
ministration. There exist at Germiston the authen- 
tic records of a case in which the patient cost the 
Province £365 in hospitalisation while waiting for 
permission to obtain a necessary appliance. 


_The Orange Free State Provincial Administra- 
tion pays for appliances ordered by the visiting 
orthopaedic surgeon, but these, have to be ordered 
from private firms in Johannesburg, unless made by 
a carpenter at the National Hospital in Bloemfon- 
tein. ; 


Defects in Services. 


202. There appears to be provision for some 528 
orthopaedic beds in the Union as against a require- 
ment of 2,075 suggested-by the National Council for 
the Care of Cripples. The necessity for the pre- 
vision of more accommodation is realised, and steps 
are being. taken in Cape Town, Port Elizabeth, 
Johannesburg, Pretoria and elsewhere to meet this 
need. The difficulty is so often, as illustrated in 
Port Elizabeth, the question of financial respon- 
sibility. The need for a central authority and 
central finance in regard to health is well illu- 
strated in the orthopaedic problem. 


203. It is estimated that,14 surgeons and about 
32 trained orthopaedic nurses will be necessary to 
put into force any reasonable scheme. 


Thére are at present available in this country 
eight orthopaedic surgeons in all, and there are 
five in training at J iaimesbata and Cape Town, 
mainly assisted by the Nuffield Trust. The num- 
ber of orthopaedic nurses trained does not exceed 
We are informed that the scheme initi- 
ated by the Nuffield Trust and supported by them 
for a term of years will lapse if prompt support — 
is not given by one or other authority. - Here we © 
have an example of a need which is nobody’s busi- | 
ness. It is not, for instance, the duty of the Cape , 
Provincial Administration to train personnel save 


for its own hospitals, and orthopaedic training 1s 


not considered their business by the Union Govern- 
ment if hospitals remain under provincial con- 
trol. 

.If properly organized, the medical personnel is 
within sight of being available, but it must be 
remembered that the numbers suggested are recom- 
mended without regard to the tremendous demand 
for orthopaedic surgeons, in connection with trau- 
matic surgery. It is unfortunate that, whilst trau- 
matic surgery is included in the definition of 
orthopaedic surgery, none of the estimates of either 
beddage or personnel required appears to make any 
provision for this side of the work. 


204. Evidence was submitted to us by Dr. G. T. 
du Toit, orthopaedic surgeon to the Chamber of 
Mines’ Hospital at Cottesloe, Johannesburg, the 
Germiston, Vereeniging and Krugersdorp Hospitals, 
and by Dr. A. Lewer Allan, orthopaedic surgeon in 
Natal, in regard to this matter. 


We have evidence as to the advance which has 
been made in the Chamber of Mines’ scheme, at 
the Johannesburg General Hospital, and at Groote 
Schuur Hospital. We would point out the defect 
of the Groote Schuur scheme in comparison with 
that of the Johannesburg General Hospital in that, 
at the former institution, Workmen’s Compensa- 
tion Act cases are excluded. We quote, with 
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approval, the following from Dr. du Toit:— 

‘Tt is not sufficiently realised that the Work- 
men’s Compensation Act does. not automatically 
ensure efficient. surgical service. | Financial 
awards in periodical payments, pensions, lump 
sum compensation, etc., cannot atone for a dis- 
ability chargeable to inadequate and ineffective 
medical services.”’ 


The Commissioner for Workmen’s Compensation, 
in giving evidence, showed that he was fully alive 
to this aspect of the matter and expressed the inten- 
tion of organizing his own traumatic clinic service 
if a national health service were not brought into 
being. 


Dr. du Toit, after stating a case which appears 
incontrovertible in its proof that we are acquiescing 
in ‘‘ slipshod methods and haphazard work in hos- 
pitals with inadequate facilities’? and that ‘* the 
treatment of fractures in this country, as in 
England, is often inexpert and inadequate, and 
recovery is delayed and rarely complete ’’, recom- 
mends that all tractures (except skulls) should be 
collected in a single department controlling both 
in- and out-patient service; that a surgeon skilled 
in traumatic work should operate and control a 
team of surgical and techniéal assistants; and that 
treatment must be continued until the fullest 
possible restoration of earning capacity is attained. 
He also recommends centralisation ot treatment in 
central clinics after urgent treatment has been 
carried out locally. 


205. The absence of accommodation for chronic 
crippled children has been dealt with in connection 
with chronic sick homes, 
Cape Provincial Administration makes no provision 
for any patients under the age of 18 at their own 
institutions, though St. Joseph’s Home, Philippi, 
is subsidised on a meagre scale. The Transvaal 
has accommodation at Meerhof for 52 chronic sick 
European children. There is no provision either 
in Natal or the Urange Free State. 


206. No provision is made either for initial con- 
sultation in regard to cripple cases or for follow-up 
of cases discharged from hospital. Proper clinics 
both in town and country, staffed with ortho- 
paedic nurses, are urgently necessary as adjuncts 
to the orthopaedic hospital and orthopaedic unit. 


207. In this sphere of treatment lack of coérdi- 
nated eftort, which has been such a hindrance to 
efficient curative services in this country, is very 
evident. 


CHILDREN’S HOSPITALS. 


208. We have evidence that, at any rate in the 


larger centres, children should be housed-in sepa- 
rate institutions. ‘The reasons given are as fol- 
lows :— 


(i) The child differs markedly from the adult 
physically, mentally and psychologically, and 
the care and management of these differing types 
cannot be satisfactorily managed under identical 
conditions. In most hospitals, cases admitted to 
‘“‘ children’s ’’ wards suffer trom all manner of 
diseases both medical and surgical, and children 
of all ages and types are admitted and mixed 
together indiscriminately. This is distinctly 
wrong as it is well known that older children and 
infants should be kept apart owing to the greater 
susceptibility of the latter to communicable 
diseases, and that premature infants require 
suitable accommodation in special wards, apart 
entirely from the obvious importance of sepa- 
rating medical and surgical cases. 

(ii) No facilities are, as a rule, available for 
the isolation of children with latent or suspected 
infectious conditions, with the result that these 


It is noteworthy that the” 
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interteele to a considerable extent. 


children’s “wards are often closed for long 
periods of quarantine, thus seriously interfering 
with admissions. : 
(iii) The nursing of sick children is a highly 
specialised profession and there are no facilities 
outside Johannesburg for teaching this. The 
present system of giving probationers three or 
four months in a mixed children’s ward is not 
only useless but may be positively dangerous. 


(iv) A large number of cases presenting diffi- 
cult and obscure diagnosis occur amongst 
children, which can only be adequately dealt 
with in a hospital where the staff is specialised 
and experienced in this type of work. 


‘(v) The training of medical students in 
children’s diseases, and also post-graduate in- 
struction in this subject, can most efficiently be 
performed at a children’s hospital. 


209. Owing to their heavier mortality, many 
more beds are needed for non-European than for 
European children. We could call attention to the 
part played by infantile diarrhoea in summer and 
chest diseases in winter in the infantile mortality 
of this country, more particularly amongst non- 
European children. Tle poorer and less suitable 
are the homes of the people for home nursing, the 
more numerous will be the hospital beds required. 





CHAPTER: 35 aca 
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REHABILITATIVE HEALTH SERVICES. 


1. The Oxford Dictionary defines ‘“‘ rehabilita- 
tion ’’ as ‘* restoration to a previous condition ”’ or 
‘* setting up again in a proper condition ’”’. The 
sense in which it is here used implies the restora- 
tion of the patient to his maximum working effi- 
ciency. Rehabilitation has two aspects, both of 
them the responsibility of a health service; the one 
directly, and the other indirectly:— — 


(i) The Health Aspect, which is concerned with — 
the restoration of the highest possible degree of 
functional efficiency’ in those who have been 
incapacitated by disease, injury or congenital 
defect, so that they may be fitted to undertake © 
their previous occupation, or such training as 
may enable them to pursue some alternative 
occupation which is within the limits of their 

_ capacity. ; 

(ii) The Educational Aspect, which is con- 
cerned with vocational training so as to fit such 
people either for the open labour market, or for 
sheltered occupations, and thus enable them to 
earn their own livelihood in whole or in part. 
This implies State assistance in the support of 
such people for themselves and their dependants — 
whilst they are undergoing training. 4 

In practice, these two sides of rehabilitation — 
For instance, | 
they have in common occupational therapy, which. 
may be used either for the restoration of function 
or with the purpose of perfecting function towards 
a definite vocational object. There is no doubt that 
actual vocational training should be undertaken by 
health authorities in the case of those patients who - 
are in their care for long periods. One may 
instance orthopaedic cases where there is a strong 
movement to provide vocational training for older 
children who are immobilised for long periods, both 
as an incentive to recovery and-as a solution of 
their problems in becoming wholly or partially 
self-supporting in later life. 













2. The methods involved vary according to the 
class of case being dealt with. Thus, in traumatic 
and orthopaedic cases, the work of the physio- 
therapist is of the greatest importance, providing 


massage, electrical treatment. and remedial exer- 
cises. The instrument-maker may have to be called 
in to provide crutches, apparatus, artificial limbs, 
etc. rom the physiotherapist’ the occupational 
therapist may take over, providing the patient with 
ecupations which tend to restore function and may 
lead on to vocational education, which may be 
undergone in a curative workshop under medical 
supervision; it is at this point that the utmost 
codperation is necessary between Health and Social 
leg Education, Labour and other Departments 
of State. 


3. But it is not only in traumatic and orthopaedic 
gases that rehabilitation is required. The blind, 
the deaf and dumb, the epileptic, the tuberculotic, 
the mental patient, the alcoholic and the drug 
uddict, all require rehabilitation with a two-fold 
ybject : — 
(i) The creation of a happy, healthy person- 
ality, owing to the satisfaction of pursuing a 
useful life and being: wholly or partly self- 
supporting ; 
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(ii) The reduction of the burden on the State | 


‘of supportig non-productive citizens. 


4. In the case of the blind and of the deaf and 
lumb, the main object of rehabilitation is to train 
ther senses to reinforce or take the place of those 
which are partly or wholly lost, and thereafter 
yocational training in occupations for which they 
ire fitted. . 


5. In the case of tuberculotics, there is a very 
reat need for occupational therapy during the long 
nonths of waiting for restoration of health. The 
ecupation should be one which is of interest to the 
yatient. In many cases basket-work, fancy jewel- 
ery, wood- and leather-work is not the best occupa- 
ion for the patient, and the teaching of academic 
subjects may be more useful than the teaching of 
1andicrafts in sustaining their morale. Village 
ettlements, of which the most successful is 
Papworth, near Cambridge in England, allow of 
yradually increasing work up to a maximum under 
nedical supervision. |The industrial department of 
Papworth is self-supporting, and it is a remarkable 
ichievement that not a single settler has been un- 
mployed since the inception of the scheme on 
ccount of lack of work. 


6. In the case of epileptics, there is need for the 
rovision of occupations in which they can harm 
ieither themselves nor other people. 


7.. In mental and drug addiction cases, rehabili- 
ation may involve not only physical exercise and 
iseful occupation, but gradual readjustment of the 
Jersonality under the guidance of a skilled psychia- 
vist or psychologist. Occupational treatment 
should play an important réle in the treatment of 
nental cases. 


{ 8. But to a lesser degree, rehabilitation is neces- 
ary in all prolonged illnesses. It is being more 
ind more realised that convalescence is not neces- 
arily a period of idleness, but may provide. an 
pportunity for useful occupation and the acquisi- 
on of new aptitudes. . 











9. Hospitals which fall under the Provinces are 
eginning to provide facilities for physiotherapy, 
t when it comes to occupational therapy, which 
8S partly within the domain of rehabilitative 
alth services and partly within that of rehabili- 
e educational services, the Province considers 
at it is a matter for the Union Government. 


\ 
Mr. H. F. Pentz, in his report on ‘‘ A Scheme 
f Free Hospitalisation ’’, after giving a very 
formative account of diversional occupational 
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therapy and pre-vocational and vocational training, 
goes on: — 


**T think it will be agreed that this subject 
suggests a field of work tar beyond the confines 
or limits of hospitalisation.’’ 


Moreover, the Provincial Hospitals no longer 
provide apparatus, artificial limbs, etc., as part of 
their treatment of non-paying patients. In conse- 
quence of the transference of poor relief to the 
central Government, these were at first provided by 
the Department of Social Welfare, and afterwards 
by the Department of Public Health. Until quite 
recently they could only be provided ‘‘ where nece- 
ssary to fit the patient for the labour market ’’. 


10. The ‘Department of Labour, through the 
Commissioner for the Workmen’s Compensation 
Act, provides for rehabilitative work. In his memo- 
randum, the Commissioner writes :— 


.“* The 1941 Act enables the Commissioner to 
gve effect to any scheme which he. deems suitable 
‘for aiding injured workmen to return to work 
or for assisting workmen in reducing or removing 
any handicap resulting from their injuries’. 
There has not, yet been time to establish any 
such scheme, but this provision of the Act is 
being kept in mind.”’ . ; 


National Readjustment Board. 


11. Whilst the Department of Labour has not yet 
had time to set up machinery to deal with the 
casualties of industry, there has been established 
under the Department of Defence, at the instiga- 
tion of the Civil Re-employment Board, a National 
Readjustment Board to deal with the rehabilita- 
tion of disabled soldiers, both during the time that 
they are being rehabilitated physically, and after- 
wards. It is a body which is responsible for seeing 
that a disabled soldier in hospital is given suitable 
occupational work, and that, when he leaves hospi- 
tal (if eligible for a pension) he is considered from ‘ 
the stand-point of vocational training. The National 
Readjustment Board is also the Vocational 
Training Board under the Pensions Act, so that 
it may be said that the functions of the Board are 
to see to the educational and the occupational side 
of the soldier from the time that he arrives in 
hospital till he is placed out in employment or in 
a suitable institution. . 


He is further supervised for a period of si 
months. 


When the disabled soldier comes into hospital, 
he is seen by the District Readjustment officer, who 
is an educational officer of considerable training— 
particularly technically, and if the medical officer 
and medical specialist consider that the man is 
not likely to go back to the Army, and if he is’ 
unlikely te return to his civil calling, they sit with 
the man as a committee to consider what his future | 
is to be. 


The Board consists of representatives of the 
Departments of Social Welfare, Education, Labour 


-and Defence, with the Commissioner of Pensions 


and Commissioner for Mental Hygiene (or their 
alternates). The Director-General of Rehabilita- 
tion Training is ex officio Chairman, and the Board 
functions through a Directorate consisting of a, 
Director-General of Rehabilitation Training, a 
Director of Readjustment Services, and an Assis- 
tant Director of Readjustment Services. Trade 
Unions are consulted and kept informed through 
the Department of Labour. : 


Moreover, under the Director of Readjustment, 
occupational therapy has been very largely insti- 
tuted at military hospitals, which are very far 
ahead of the other hospitals in this respect. We 
have. observed, in the course of our tour of inspec- 
tion, the occupational therapy work which is being 
done at Baragwanath and Oribi Hospitals. The 
Department of Defence is further concerned with 
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something which may fairly be considered as 
rehabilitation in the wider sense in the Physical 
Training Battalion, which is turning thousands of 
weedy, undernourished, physically-defective youths 
into alert, competent, healthy, physically-fit candi- 
dates for the work which South Africa requires to 
be done. . 


The Department of Social Welfare. 


12. Concerned as it is with the rehabilitation of 
socially- and economically-depressed groups, with 
the correlation and codrdination of private charit- 
able and rehabilitative efforts, this Department 
might have been expected to have taken an interest 
in the educational side of rehabilitation of the 
physically unfit. But so far as we can gather from 
the evidence, the only effort which has been made 
has been to make invalidity grants conditional upon 
treatment in hospital, and only payable in the event 
of the failure of such treatment. An applicant for 
an invalidity grant is told to go to the nearest 
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Divisional Inspector of Labour, or to the nearest © 


Magistrate, and if their efforts in placin 
fail, then an invalidity grant is given. Then, with 
the assistance of the Secretary for Labour, an 
attempt is made to place disabled persons in the 
labour market. There is no arrangement for edu- 
cative rehabilitation of invalid persons, save 
through the medium of voluntary organizations 
and charitable institutions which are subsidised as, 
for instance, the subsidisation of workshops and 
augmentation of wages, more particularly in the 
case of the blind. 


Work of Voluntary A gencies. 


13. Some instances of the work which is being 
performed by voluntary agencies in the matter of 
rehabilitation should be mentioned. In the matter 
of rehabilitation of the blind, and of the deaf and 
dumb, the Dutch Reformed Church has given a 
lead, and during our tour we saw the excellent work 
which is being done at Worcester in the training 
of the blind and also of the deaf and dumb. These 
efforts are subsidised by the Department of Social 
- Welfare as regards their workshops, and teachers 
are provided by the Union Department of Educa- 
tion. In regard to military hospitals—especially 
those concerned with Imperial. soldiers—the Joint 
Committee of Red Cross and St. John have been 
responsible ,for instituting occupational therapy, 


and are rendering valuable assistance in the matter 


of rehabilitative services. 


We understand that arrangements are being made 
to provide out of the Moll and Roux Memorial 
Funds for workshops in connection with the Lady 
Michaelis Home and Princess Alice Home of 
_ Recovery in Cape Town for the training of cripples. 
This is an instance of codperation, where medical 
institutional treatment is provided by the Hosyital 
Board subsidised by the Province, education by the 

rovineial education authorities, and other facili- 
ties as, for instance, vocational training, will be 
provided by voluntary effort. 


The Rand Epileptic Employment Association was 
founded in 1934 in order to house a small number 
of epileptics and to train them for certain walks in 
life. The experiment was begun by the Johannes- 
burg Society of Mental’ Hygiene, but the scheme 
grew to such an extent that finally a separate Asso- 
ciation was formed. The Association now accommo- 
dates 40 epileptics in a hostel of its own. It runs 
a farm at Craighall, Johannesburg, where horti- 
culture and chicken-rearing are the main occupa- 
tions. The patients receive payment for their work, 
and repay the Association a portion of their 
earnings in return for their board. It has been 
found possible to provide accommodation for male 
epileptics only, and there is no provision either for 
female epileptics or for non-Europeans of any kind. 
A beginning is being made with provision for 
married epileptics. \ 


the man. 


Mention must be made of the establishment at 
Kuils River (Cape) of the Kriel Institute, which — 
provides primary education for and training of — 
epileptic children. This institution is in receipt of — 


Government support. . 


University Training of Personnel Involved. | | 

14. The University of the Witwatersrand is 
training physiotherapists (a four years course) and — 
has just begun to train occupational therapists. 


: 


15. As we have shown in our survey of services, — 
very little progress has been made in the matter of © 
rehabilitation. The Department of Defence has 
shown the way in setting up the National Re- 
adjustment Board with representation. from all the 
State Departments concerned. What applies to 
military patients should surely apply to industrial 
accident cases under the Workmen’s Compensation 
Act, to civilian accident cases of all kinds, and to 
all those other categories which require rehabilita- — 
tion. That such codrdination is possible is shown 
in the case of the National Readjustment Board, 
where all Departments concerned are Union Govern- 
ment Departments, and one can envisage such a 
Board being set up after the establishment of a 
national health service with the Chief Executive 
Officer of such a service (or his Deputy) taking the 
Chair now filled by the Director-General of Rehabi- 
litative Training. We consider that such a Com- 
mittee should be under the auspices of the National © 
Health Service, whose Chief Executive Officer, 
rather than the Secretary for Social Welfare, 
should be Chairman. But at present things are 
complicated by the multiplicity of authorities. 
Hospitals are under the control of Provincial 
authorities who appear to consider that even occu- 
pational therapy is outside their financial responsi- 
bility, whilst the Departments of Defence, Educa- 
tion, Labour and Social Welfare are Union Govern- 
ment Departments. To set up such a Board to 
deal with all rehabilitation under the present sys- 
tem of divided control of curative services would be 
almost impossible. This becomes clearer when we 
remember the necessity for the follow-up of many — 
cases by the experts who have treated them as 
casualties. | , 


That there is need today for such an organization 
is evident, and that it will become an increasing — 
need appears inevitable in view ‘of the casualties — 
which the war has brought about, the opening up 
of new industries, and the increase of mechanical 
road transport, mechanical farming and the like. 


Our attention has been drawn to the need for 
early notification of cases requiring rehabilitation, — 
blind, deaf and epileptic. Under a national health © 
service with adequate records, this would be more 
easily achieved. . Pe; 

We would draw particular attention to the in- 
adequate provision which is made for chronic alco- 
holics, alcoholism being regarded far too much as 
a delinquency and too little as a disease requiring 
phsychiatric treatment, for which the health ser- 
vices of the country should make provision. ‘ 


1 
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CHAPTER XVI. ' 
OTHER SERVICES. i 


(A) Sratistics. 


1, The primary requirement for any medical 
planning, and especially the planning of a national 
health service, is the possession of sufficient data 
as to morbidity and other health matters. The only 
statistics available in the Union at the present 
moment are those emanating from the registration 
of births and deaths, and the notification of infec- 
tious diseases to the Department of Public Health. 
Even these, however, are very incomplete because 
no general registration of births and deaths in 
connection with Natives had been instituted. More- 


over, the meagre data contained in the vital statis- 
tics published today by the Department of Census 
and Statistics have not been utilised to any con- 


siderable degree, as apparently no attempt has been | 


made to analyse them or the other data arising 
from the annual reports of Medical Officers of 
Health, District Surgeons, etc. 


2. The vital statistics published so far have refer- 
red only to certain racial groups, and in connection 
with certain regions. Totally lacking are statistics 
in connection with the general health of the com- 
munity according to age’ groups, occunvation, geo- 
graphical regions, periods of disahlement and 
resultant permanent disability. Little is known 
in connection with nutritional indices of the people 
and the indices of growth, height and weicht of 
children: several investigations into nutritional 
standards have been undertaken hut no attempt 
op correlate the results has been published. 


ey The Statistics Act,| No. 38 of 1914, as amend- 
ed, makes provision for the keening of statistics 
inter alia [Section 1 (b)] in relation to ‘‘ vital, 
social, educational and industrial matters, inclu- 
dine rates of wages, cost ot living, pace of com- 
modities and rents of habitations’. The Census 
Act of 1910, as amended, makes provision for the 
holding of a census at reeular intervals: the Births, 
Marriages and Deaths Registration Act of 1923 
imposes the compulsory registration of births and 
deaths in urban areas. In rural areas, however, 
the death of a non-European need not be recistered, 
and ample evidence was téndered that this fact has 
made impossible anv scientific assessment of the 
incidence of disease in this country. In the Public 
Health Act, as amended, provision is made for loral 
authorities to render certain returns to the Denart- 
ment of Public Health. Finally, in the Workmen’s 
Compensation Act, No. 30 of 1941, machinery is 
created whereby, in course of time, a record will 
be kent of all industrial accidents and certain 
scheduled diseases. 


4. A census of the population is taken every five 
years but in an amendment to Section 3 of Act No. 
2 of 1910 provision is made for a census of the 
Euronean population to be taken in 1946 and 1951, 
and thereafter everv ten years unless the Governor 
General decides otherwise. It would apnear from 
this that discretion is granted the Governor- 
General in regard to the taking of a census of 
non-Kuropeans. ; 
has been drawn to the fact that since 1936 no census 
has been taken of the Natives. Our knowledce of 
the total population of the Union is therefore large- 
ly conjectural. 


5. Publications of the Office of Ganene and Statis- 
tics are made available from time to time. 


6. Annual renorts are rendered by the Depart- 
ment of Public Health, the Commissioner of Mental 
Hygiene, Chief Medical Inspectors of Schools, 
Hospital Boards, Benefit Societies, the Workmen’s 
Compensation Commissioner, Mine Medical. Off- 
cers, the Miners Phthisis Bureau, etc., but no 
attemot has been made to correlate the data con- 
tained i in all of these. 


_ 1%. Special reports of ad hoc surveys have also 
appeared, such as the Nutrition Survey, Dental 
survey, while individual medical men have from 
time to time published the results of clinical 
research. : 









8. From a national standpoint. however, the only 
reliable statistics are those of births and deaths 
for Furopeans and of miners’ phthisis death rates 
in all races. The statistics of the incidence of 
stifiable infectious disease, particularly in rural 
eas, are not reliable, especially for Natives. 


scause of the Micon medical services and 


The attention of the Commission: 
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incomplete notification. This Heslent in hotifica- 
tion was, in the case of tuberculosis, explained by 
medical men all over the country as an expression 
of their exasperation at the fact that nothing was 
done when a case was notified. 


9. Statistics in connection with non-notifiable 
disease are non-existent. Some inference as to their 
occurrence might be drawn from the vital statistics 
and from some hospital reports. 


10. Reliable figures in connection with disable- 
ment for certain sections of the community will 
only become available when the Workmen’s Com- 
pensation Act administration has been in working 
for some time. Figures for other diseases will never 
be available unless and until medical services are 
organized, and comprehensive records kept, sum- 
marised and analysed as is being done at the Health 
Unit at Polela. 


11. The absence of reliable and complete health 
statistics makes rational, effective planning of 
health services very difficult. 


(B) RESEARCH. 


12. Considerable evidence was submitted to show 
the paucity of research into medical problems in 
South Africa. This appears the worse when it is 
realised that at Onderstepoort research is conducted 
into the diseases of animals, and the results have 
become world-famous. The reasons given for this 
state of affairs were various. Firstly, there is lack 
of Governmental support for medical research. It 
was stated that the time of professors in our medi- 
cal schools is too much occupied in teaching to 
permit of their undertaking research to any serious 
degree. A few workers at Universities are doing 
research under great difficulties. One worker 
informed us that he had received a grant from 
America to enable him to obtain baboons which 
were necessary for his work, because no funds for 
that purpose could be obtained in South Africa. 
It was put to us on behalf of a body of scientific 
workers that the need for a National Research 
Council was great: a striking commentary on the 
fact that such Council was inaugurated on July 
25th, 1938. The paucity of research scholarships 
was brought to our notice. Particularly stressed 
was the need for abstract research as opposed to 
clinical or statistical research. Jt was stressed that 
although a certain line of research might appear to 
have no practical object, the increase of knowledge 


‘alone was sufficient reward, quite apart from the 


fact that knowledge gained in this manner might 
later be applied with very valuable results. 


13. The research work which has attracted most 
notice in the near past has been that on bilharzia, 
typhoid, leprosy, nutrition, the, influence of 
minerals on the development of the teeth, and 
various clinical investigations. Most important 
field research has been carried out by .the Depart- 
ment of Public Health into plague, malaria, tuber- 
culosis and typhus. The research of the Dental 
Officer of the Department into fluorosis and its con- 
sequences inter alia in teeth, has drawn wide atten- 
tion. 


14. It would appear that excellent results have 
been obtained in spite of the handicap of. limited 
resources. This justifies confidence in the future 
and warrants a great increase in the funds made 
available for this purpose, so as to bring research 
into the factors affecting human health up to the 
same high level that has been attained in connection 
with our stock diseases. The outstanding problems 
to which our attention was drawn were those of 
housing, nutrition, sanitation, tapeworm (which 
appears to affect a laree percentage of the Natives), 
water supplies, etc. As far as could be ascertained, 
the Research Grant Board has never vet made any 
grant available for research into medical problems. 
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(C) Biroop Transrusion SERVICES. 


15. In these services, as in so many of our 
medical services, there is no codrdination. Small 
blood transfusion services were started in various 
centres but the service rendered did not amount 
to much. During the last few years, however, an 
attempt has been made to bring some order out of 
chaos. The Rand Blood Transfusion Service has 
developed during the war to such an extent that 
their services have received recognition from the 
Government. Resulting from research undertaken 
at the South African Institute for Medical Re- 
search, the preparation of blood serum and blood 
plasma was undertaken to supply the needs of the 
Army. This service is in full swing at the moment 
and has undoubtedly been instrumental in saving 
many thousands of lives. It has also been possible 
to export much blood plasma to Russia, and the 
plant at the South African Institute for Medical 
Research was working to capacity when inspected 
by the Commission in October of 1943. 


16. An attempt is heing made to institute a 
National Blood Transfusion Service. This appears 
to be an excellent idea, and should certainly be 
investivated by and incorporated in the National 
Health Service. 


17. In this connection, the various voluntary 
organizations can do magnificent work in education 
and pronaganda and in assisting to canvass donors 
all over the country. 
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THE AVAILABIT.TTY OF TECHNICAT, 
PERSONNEL. 


Meptcat PRACTITIONERS. 


_ 1. The opinion hes been expressed that there 

should he one doctor to every thousand of the popu- 
lation, but the ratio depends uvon a number of 
factors. It will, for one thing, denend upon 
whether the population is to be supplied with doc- 


tors according to its needs, or according to its: 


ability to pay. The number required depends upon 
the question whether the present svstem of competi- 
tive practice with fee-navying by the minoritv of 
well-to-do people and charitv for the rest is to be 


prevention rather than cure. will necessitate other 
changes in the curriculum, which are well brought 
out in the report of the ‘‘ Committee on Medical 
Training in South Africa’’, and are further dis 
cussed by us in Chapter 27 of this report. 


3. There is also a grave lack of facilities for the 
training of specialists. Until quite recently this 
training has for the most part been carried out 
overseas. The Medical Council keeps a register, not 
only of practitioners, but also of specialists in 
various defined categories, and demands a course of 
training for such specialists lasting at least two 
years. It involves the acquisition of a higher 
degree, diploma or certificate.. \ 


4. A commencement has been made with the 
training of radiologists, surgeons, orthopaedists, 
but in this country these are at present trained in 
very. small numbers. 


5. In this section we have to acknowledge our 
indebtedness to the Division of Census and Statis- 
tics. There were practising on January Ist, 1939 
(the last year for which figures are available for 
analysis), 2,853 doctors, of whom 2,209 were in 
private practice, 1,887 being general practitioners 
and 3822 specialists. This number, 2,853 repre- 
sents about one doctor to every,3,600 of the popu- 
lation. . 

It is found, as was to be expected under existing 
conditions, that the distribution of doctors is in 
accordance with :— one 

(a) the demand for medical services—i.e., the 
degree of civilisation of the population, and | 
(b) the ability of the population to pay. 
Thus, in the area Cape-Bellville-Simonstown-Wyn- 
berg, we have one doctor to every 900 of the popu- 


. lation as against one doctor to every 27,600 in 


Pondoland, because the population of the latter 
area is largely not yet ripe for Western medicine. 
We have one doctor to every 1,980 in Kimberley, as 
against one to every 8,430 in the Hay-Barkly West- 
Herbert area, because Kimberley is more prosper- 
ous than is the latter area. ‘ 


6. The Committee on the Admission of Students 
to the Medical Schools in South Africa reports that 
under existing facilities ‘it is possible for the 
University of the Witwatersrand to produce 108 
medical graduates annually, Cape Town 100-110; 
whilst Pretoria in the near future will be pro- 


continued or a notional health service for all sec- 
tions of the people is to be devised. It would 
appear to be upon the assumption that the present 
system is to continue that the Committee on the 
Admission of Students to the Medical Schools of 
South Africa has based its recommendation that 
steps be taken so to limit the number of doctors 
graduating from the Universities that we attain 
a figure of one doctor for every 2,500 in ten vears 
time. Thev consider that this would require 4,000 
doctors. The number required will also denend 
upon the type of national health service: upon how 
far functions at present performed by doctors are 
to be undertaken by other types of personnel; and 


ducing 75.. We may count, then, upon some 300 
graduates being added to the ranks of the medi- 
cal profession annually, and in ten years time 
may expect their numbers to reach some 4,000— 
or 1:2,500 of the population existing today. In 
their calculations the Committee has apparently 
made no allowance for the natural increase of 
population. hal 
SPECIALISTS. 3 
. . There were, on January  Ist,. 1939, 873 
specialists in the Union, of whom 322 were in 
private practice. Their distribution, according 
their various specialities, was as follows: — 





upon the success of preventive measures in the fields Surgery -- ss sd. sy cece Jo ee) oe 
of housing, nutrition, sanitation, health education Psychiatry and neurology ... ... .. 20 
and personal preventive services. Ophthalmology ... ... ... ... .., 44 
4 ry Har, nose and throat i. .., 9. spe 
2. Even under existing conditions there appear Obstetrics and gynecology ... ... ... ... 83 
to be grave defects in our system of medical edu- Medicines sas tot .be-dhes 49 — 
cation, though it compares well with most other Kecdiolagy: i... icuehiete 25 
countries in the world. Insufficient attention is Bathology. .<+ fees fusions J suede ie ar 
paid to the diseases of women and children, to Dermatology. and/or Venereal Disease 21 
industrial medicine, and to the minor ailments— Paediatrics .. AeetbihAGle it 
physical and mental—which form so large a part Anaesthetics ... 6a a 18 
of medical practice, and too much, perhaps, to the Meolomyp rath byork 3) ule ae 
study of the technique of major surgery and of Orthopaedics ... ... Seer gig 
obscure and rare conditions. There is also insuffi- Physical médicing :).°\.....:. 6 ee 5 
cient practical training, a defect which the Medical Eye and ear, nose and throat... ... 3 
ouncil proposes to remedy in the near future by Ute a a ane — 
the institution of a year’s compulsory internship. Total ... 373 


The new outlook upon practice in the direction of 


It appears that 51 of these specialists are not 
in private practice. This would apply to most 
of the psychiatrists and pathologists, and to one 
or two others. ~ 


8. 65-7 per cent. of the specialists in the Union 
are in Cape Town and Johannesburg, and 82-1 
per cent. in the four largest towns in the Union. 


9. Even under existing conditions there is an 


obvious shortage of ophthalmologists, ear, nose 


and throat specialists, radiologists, paediatricians 
and orthopaedic surgeons. A great deal of specia- 
lised work, notably in surgery, is being done by 
the general practitioner, often without any special 
training for such work, either because there is no 
one else to do it or because it pays him to do so. 
There is room for a considerably greater number 
of surgeons skilled in orthopaedic work, especially 
on the traumatic side. } 


10. The vast majority of doctors practising in 
the Union have insufficient training in preventive 
work. There were, in January, 1939, 107 prac- 
titioners possessing a Diploma in Public Health. 
Under the Department of Public Health itself there 
are employed 24 medical practitioners in posses- 
sion of the Diploma in Public Health, and under 
local authorities 46. 


It is of interest that at the University of the 
Witwatersrand there has recently been instituted 
a diploma in Public Health dentistry. 


DENTISTS. 


11. There are only 721 dentists on the register 
of the South African Medical Council (674 in 
practice), of whom a majority are over the age 
of 40 years. Over the past six years the average 
annual registrations have been less than 10. Thus 
there are not nearly enough new graduates to 
keep the number of practitioners at the present 
level. Even under existing conditions there are 
not sufficient dentists to carry on the services re- 
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Most of them are to be found in the larger towns, 
though. there is a sprinkling in the smaller towns 


-and villages: often they visit surrounding towns 


and villages at stated times. 


PHARMACISTS. 
16. There are some 1,000 pharmacy shops in the 
Union, employing some 1,500 pharmacists. Were 
they-wholly employed in carrying out the duties of 


their profession, it is probable that there would be 


enough to carry out the dispensing needs of the 
country even under a national health service, pro- 
vided that they were properly distributed through- 
out the country. But not one of these pharmacies 
is fully employed in the dispensing of medicines 
and the supply of medical requisites, and in very 
few instances could even the overhead costs of run- 
ning such establishments be borne by this depart- 
ment of the business. Thus the proprietors engage 
in other activities, such as.selling drugs and house- 
hold remedies, proprietary and patent medicines, 
toilet and photographic goods, etc., in order to 
establish a turnover, the profits of which will carry 
the overhead expenses, remunerate the proprietor 
and show some return for the capital invested. The 
actual pharmaceutical dispensing side of the busi- 
ness represents not more than about 20 per cent. 
of the total. 


17. In discussing availability, we must take note 
of the evidence tendered by the Associated Pharma- 
ceutical Societies of South Africa and the Phar- 
macy Board, from which it would appear that the 
majority of pharmacists are strong individualists, 


' that they are wedded to the ‘‘ chemist shop ”’ 


quired, whilst in the event of the institution of a .- 


national health service providing services for all 
who need them, the number would be ludicrously 
inadequate. At least one dentist to every 5,000 
of the whole population (or in the case of Euro- 
peans alone, 1:2,000) would be required, and the 
ratio is now only 1 to every 15,000. - 


12. We are told that the profession is unpopular 
for various reasons, amongst them the following :— 


(i) The course of study is only one year less 
than that for doctors: hence large numbers of 
dental students change over to the medical course 
after their first or second year, so as to obtain a 
‘degree in a more interesting, potentially more 
lucrative, and less arduous profession with pos- 
 siblv a better status, at the cost of an extra year’s 
study. 


el 


stated to have had a profound effect upon the 
legitimate practice of dentistry. 


_ 18. That the shortage in South Africa is no 
isolated phenomenon is shown by the experience of 
Great Britain. There they have 6,000 dentists on 
the register who will probably retire within fifteen 
years. 500 a year are required to keep their num- 
bers up to strength, and they are getting less than 
300. In Great Britain, the competition from dental 
mechartics does not exist to the same extent, and 
ecordingly the problem is not so acute. 


te At present, training facilities exist only at 
the University of the Witwatersrand. The course 
s a five-year one, and a great part of it is the same 
s that of the medical students. 


15. Like doctors and pharmacists, dentists tend 
) gravitate not towards those areas where their 
srvices are most needed, but. towards those where 
the most remunerative connection can be built up. 










(ii) The competition of the dental mechanic is, 


system, and recommend that in any national health 
service dispensing should as far as possible be car- 
ried out through existing ‘‘ chemist shops ”’. 


18. Pharmacists’ training is dealt with further 
under Chapter 27, but the number receiving their 
diploma annually averages 57. In the event of 
pharmacists remaining wedded to the ‘‘ chemist 
shop ’’ system, it may be necessary to provide 
facilities for the training of extra numbers, as on 
their present part-time system they will be insuffi- 
cient to meet the needs of the whole population. 


NvRSES. 


19. As at December 81st, 1943, the South African 
Medical Council reports that there are. 7,205 
medical and surgical nurses on the register, 772 
mental nurses, 176 nurses for mental defectives, 
and 212 male nurses. These figures do not bear 
any easily ascertainable relation to the actual num- 
ber of such nurses in practice, because :— _ 

(i) registration occurs only once, and is not 
annually renewed: consequently, large numbers 
remain on the register long after they have ceased 
to practice. Amongst female nurses the numbers 
who retire from practice owing to matrimony 1s 
very great. 

(ii) There is duplication of registration as 
between trained nurses and midwives, the same 
names appearing to a very large extent under 
both categories, as a large number of trained 
nurses are also qualified in midwifery. 


20. In 1942, an attempt was made by the South 
African Trained Nurses’ Association to obtain an 
accurate assessment of the number of nurses and 
midwives practising in the Union of South Africa. 
After a complete survey it was estimated that there 
were 7,000 in actual practice, but it was found 
impossible to arrive at the numbers of nurses and 
midwives separately. 


21. Of this number, the recognised training 
schools employ about 1,400, the registered nursing 
homes 1,288, and the Union Health Department 
550. The Matron-in-Chief, South. African Military 
Nursing Services, gave evidence that there were in 
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1941, 1,030 trained nurses on service in military _ 


hospitals. This leaves 2,700 nurses and midwives 
presumably in private practice. , 


22. The Secretary for Public Health, in a recent 
article published in the ‘‘ South African Nursing 
Journal ’’, estimated that 20,000 nurses and mid- 
wives would be required for South Africa on the 
basis. of 1 to every 500 of the population. 
is questionable whether, for a very considerable 
time, this ratio will be required, but with increased 
demand for Western methods of treatment on the 


part of the Native population, there is little doubt 


that it will come sooner or later. 


General Medical and Surgical Nurses. 


23. The number given as registred under this 
category as at December 31st, 1943, was 7,205. As 
has been stated, it is impossible to accept this figure 
as a correct indication. of the numbers practising 


because nurses do not remove their names from the . 


register when they cease to practise, though many 
names are automatically removed at recular inter- 
vals through failure to replv to a registered letter 
sent to their last-known address. Perhans it may 
be roughly calevlated that some 5.000 of these are 
in practice, either on a whole-time or part-time 
basis. Of these. as already mentioned, some 1.030 
were stated'to have heen engaged unon military 
work in 1941: we understand that these numbers 
have not materially changed: their absence from 
civilian work accentuates the shortage. Of course, 
in the event of a national health service beine estab- 
lished, a verv much lereer number would he re- 
avired—nrobahly something hetween 10,000 and 
15.000. In spite of the war, it does not annear that 


the number of candidates for the profession of . 


nursing is falline off, 626 having registered in 
1942, and 683 in 1943. Enquiries have elicited the 
fact that there are more suitable annlicants for 
training than can be dealt with, so that the training 
of Jarger numbers is a matter of increasing 
facilities for training. This matter is more fully 
dealt“with in Chapter 27. 


Sister Tutors. 


24. There is a general shortage of sister tutors. 
Divlomas in nvrsine are eranted hy the Universi- 
ties of Cane Town and the Witwatersrand, but 
svllabus and length of training differ. Our atten- 
tion has been. more particularly directed to the 
shortage of Afrikaans-speaking sister tutors, and to 
the absence of facilities for giving this training in 
Afrikaans. The diploma in nursing is not only of 


value in training sister tutors, but also as a neces- 


‘sary training in nursing administration and office 
routine for those who wish to become matrons, 
assistant matrons. and heads of departments. The 
diploma of the University of the Witwatersrand 
is recognised for registration as an additional quali- 
fication in nursing by the South African Medical 
Council. 


Orthopaedic Nurses. 


25. Arrangements have been made, with the 
assistance of the Nuffield Trust, for the training 
of orthopaedic nurses at the orthopaedic institutions 
under the Cape Hosnital Board, and a special sister 
tutor has been brought out from England. It is 
doubtful whether this training will he continued 


when assistance from the Nuffield Trust ceases. 


There are very few trained orthopaedic nurses avail- 
able, and mostly these have been trained overseas. 


Non-European Nurses. 

26. These are heing trained to an ever-increasing 
extent. 
done at Lovedale, Pretoria and Johannesbure, and 
In mission hospitals, in the training of Native 


Tt. 


We have seen the work which is being | 


nurses, and at the Somerset Hospital, Cape Town 
in the training of Coloured nurses. The attempt te 
train Indian girls as nurses to serve their own rac 
has so far been unsuccessful. In addition to th 
Native nurses trained for a qualification entitling 
them to registration with the Medical Council, con. 
siderable numbers are being trained in mission anc 
mine hospitals, and receive a hospital certificate a 
the end of their training. The number of Nativ 
nurses available is far short of that required. 


District Nurses. 


27. The number of district nurses, general anc 
midwifery trained, on whose salaries a part-refunc 
is paid or subsidies are granted by the Departmen: 
of Public Health, was 544 in 1943, as against 47 i 
1935. This shows the great expansion which 1 
occurring. This figure (544) represents practically 
all the district nurses employed in the Union. 


No post-graduate training is given to nurses t 
fit them for this type of work and the shortage o: 
trained nurses has led to the appointment of lare 
numbers of midwives as district nurses, thereby 
assigning to them duties for which they are unfittec 
by their training. No figures are available to shov 
the extent to which midwives have been appointec 
as district nurses. 


Mothercraft Training. 


28. There is a great dearth of facilities for train 
ing in mothercraft. Only at Cape Town at thi 
Lady Buxton Home and the “‘ Bond van Afrikaanse 
Moeders ”’ in Pretoria are there suitable facilitie: 
for European candidates. Nowhere is an opportu. 


.nity afforded to non-Europeans to obtain this kinc 


of training. We are informed that the absence 
of mothercraft training in midwives is very notice 
able, and that consequently they are unable t 
suitably advise in regard to infant care. ° 


Mental Nurses. 


29. The number of mental nurses on the registe1 


~ of the Medical Council as at December 31st, 1943 


was 772. Of these, 346 trained male nurses anc 
78 trained female nurses are employed in hospital: 
under the control of the Commissioner for Mental 
Hygiene, leaving some 348 unaccounted for. A vers 
few of these may be employed in private institu. 
tions, but the bulk of them have retired frow 
nursing, owing to matrimony. There is a serious 
shortage of this type of personnel, and we are 


_ informed that there are 459 female posts vacant 


4 


in this service. If we contrast this state of affairs 
with the numbers offering themselves for training 
in general hospitals, it becomes obvious that this 
is not a popular service. The reasons alleged fo1 
this state of affairs by the South African Trained 
Nurses’ Association are as follows :— ‘ 


(i) The work is not attractive and the status 
is lower than that of the general nurse. - 


(ii) Whilst probationers’ pay is high as com- 
pared with the pay of the probationer in a 
general hospital, the subsequent scales of pay ar 
lower than those of the general trained nurse. * 


(ii1) There are grave defects in the training 
apart from its syllabus. Thus, sister tutors ar 
not employed: lecture theatres and requisite 
for teaching are deficient. 3 7g 


(iv) There is not the efficient inspection ‘a 
training schools for mental nurses by the Sout 
African Medical Council which exists in the cas 
of general hospitals and training schools fo 
midwives. 


There is, then, a grave shortage of mental nurses, 
even under existing conditions, which will be sooelll 
tuated when the shortage of beds is made up. 


ee 


j Nurses for Mental Defectives, and Male Nurses. 


30. Of the former, there were 176 registered, and 
of the latter 212. We have no evidence as to their 
employment but presume that the former are 
employed almost entirely in special institutions for 
the mentally defective, and the latter for the most 
part in mine hospitals. 


Midwives.’ : 


_ dl. There were 5,644 midwives on the register of 
the Medical Council-on December 3lst, 1943. These 
numbers do not reflect the numbers in actual 
practice, for the same reasons we have given in 
the case of general trained nurses. But in some 
respects the wastage of midwives after registration 
is not so great as is the case with general trained 
nurses, because :— 


(i) a number are elderly married women or 
widows when they take their training; 

(ii) a number continue to carry on rath their 
work after marriage. | 


Against this must be set the fact that a consider- 
able number of trained nurses take their midwifery 


training as an additional qualification for the post | 


of matron, without any intention of practising 
midwifery. They appear, however, upon both 
registers. 
are some 2,500 registered midwives in actual prac- 
tice. The number of new registrations amounted to 
400 in 1942, and 484 in 1943. There is no doubt 
whatever as to the serious shortage of midwives. 
We have a great deal of evidence as to the harm 
done by the considerable numbers of unqualified 
midwives in practice. It has been found impossible 
to proclaim more than five areas as closed to the 
practice of unqualfied midwives owing to the 
shortage of qualified persons. The inadequacy of 
the present training of midwives is fully referred 
to in Chapter 27. Here it need only be said that 
there is a serious and dangerous deficiency in both 
the quantity and quality of midwives available. 


PHYSIOTHERAPISTS. 


32. There were 103 physiotherapists on the mem- 
bership list of the South African Society of 
Physiotherapists in 1942. These all practice 
‘* ethically ’’—that is to say, under the orders of 
a medical practitioner: in addition to these, there 
are a few others who practice ‘“‘ ethically ’’ but 
have not joined the Society. | 


83. Further, there are numbers: who practice 
independently ‘of doctors’ orders. Some of these are 
properly trained and qualified, mainly in America 
and Europe ; others have little or no qualification. 


34. There are, then, aorhaps some 130 physio- 
therapists in all who could be recognised ‘by the 
Medical Council and employed by a national health 
service. The distribution of the 103 members of the 
Society of Physiotherapists is as follows:— — 
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85. It will be seen that physiotherapists of this 
class” are almost entirely confined to the largest 
towns in the Union, and that many even of our 
largest towns are almost without! them. 


a 36. Until recently training in physiotherapy was - 


not obtainable in South Africa. Practically all 
those: who are practising “ ethically ’’ today have 


., 
Petes 
Bis 


It may perhaps be assumed that there | 
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taken the examination of the Chartered Society 
of Massage and Medical Gymnastics of Great 
Britain and had received their. training overseas. 
Five years ago a four-years course was started at 
the University of the Witwatersrand. The diploma 
granted is the M.MG.LET. Very few students have 
taken this course. The examinations are substan- 


tially the same as those set by the Chartered Society 
‘of Massage and Medical Gymnastics. 


Large 
numbers will be required in the event of a national 
health service being established. 

Opticians (OPTOMETRISTS). 


37. There are 150-200 trained opticians in the 


Union of South Africa. Those who are recognised 


as competent are members of the South African 
Optical Association, but there is no other test of 


‘competency because compulsory registration has 


not been introduced and there are no criteria, either 
as to course of training or examination, save those 
laid down by the Association itself. There is a 
School of applied Optics under the Witwatersrand 
Technical College with a regular staff of lecturers. 
The courses are designed to prepare students for 
the examination of the South ‘African Optical 
Association. The course extends over a period of 
three years, classes being held on three evenings a 
week. They are stated to provide a complete train- 
ing for students desirous of qualifying as opticians. 
Considerable importance is attached to practical 
work, and in all sections theoretical instruction is 
supplemented by laboratory and worskhop practice. 
A three-years apprenticeship is also demanded. 


38. Students must possess Matriculation Certifi- 
cates or the recognised equivalent, or pass a special 
entrance examination open only to students over 21 
years of age. The diploma is called the Fellowship 
of the South African Optical Association. It is 
laid down that the standard will not be lower than 
that of the British Optical Association or the . 
Worshiptul Company of Spectacle Makers. 


RADIOGRAPHERS. 


39. It is only within the last few years that radio- 
graphers have been trained at all in this country. 
There are about 100 available. The course occupies 
two years. Facilities could be increased by insti- 
tuting courses of training in larger towns where 
there are available adequate radiological installa- 
tions operated by properly qualified radiologists, 
and a technical college to provide the preliminary 
training. If X-ray installations are to be univer- 
sally available, a very much greater number of 
radiographers will be required. They are not yet - 

registered with the Medical Council. The Depart- 

ment of Defence has instituted a course of intensive 
training for radiographers as a war-time measure 
for its own needs. They should be of value for 
working the simpler X-ray plants. 


LABORATORY TECHNICIANS. 


40. Only at the South African Institute for 
Medical Research, so far as we are aware, are 
technicians being trained after graduation with 
B.Se. degree. At the Universities technicians are 
being trained on an apprenticeship basis in all 
medical and other scientific departments, without 
eventually obtaining a degree. Other private labo- 
ratories train technicians in accordance with their 
own needs. The need for scientifically-trained 
technicians for this type of work is not sufficiently 
appreciated, and the number is not great. There is 
not necessarily emplovment for all those who. are 
so trained, as private laboratories prefer technicians 
trained in their own ways and for their own parti- 
eular needs. The South African Institute far 
Medical Research has also trained, in an intensive 
course, a number of technicians for the Army: 


CuHaPTter XVII. 


these are capable of carrying out the simpler labo- 
ratory procedures and should be valuable for use 
in Health Centres and in similar capacities: It is 
hoped that this type of personnel will not be lost 
to the National Health Service after the war. 


DenTAL MECHANICS. 


41. In 1937 there were approximately 500 so- 
called dental mechanics, but as at that time there 
was no definition, and anyone could call himself a 
dental mechanic who had worked under a dentist 
or dental mechanic, the figure is not of any great 
value. 


42. In 1933 an apprenticeship committee was 


formed, which laid down a course of training, a ~ 


preliminary examination in chemistry and physics, 
and a final examination in dental mechanics with 
an apprenticeship of five years. We are informed 
that in the Cape Province during the past ten 
years, only five youths. have finished their appren- 
ticeship, that none of these passed his final exami- 
nation, and that three of the five have abandoned 
this craft for other occupations. This may be partly 
due to the low remuneration offered. 


43. Dental mechanics fall into four groups :— 


(i) those who work in a laboratory for the 
dental profession. They act ‘‘ ethically ’’’ in 
that they undertake work for dentists only; 


(i1) those who work for a dentist, or group of 
dentists in partnership or for a mechanic of 
Group’ (i); 

(i111) those who undertake only repair work 
direct for the public and consequently act legally 
but not “‘ ethically ’’; 


(iv) those who take impressions and make 
dentures without the orders of a dentist. They 
deal with the public direct. This is contrary to 
the provisions of Section 35 of the Medical, 
Dental and Pharmacy Act. 


44, An inquiry conducted by the South African 
Association of Dental Technicians elicited the fact 
that some vears ago the average wave was £16 ner 
month. This figure is nearer £20-£25 today. The 
position is complicated by the fact that there’is no 
compulsory registration for dental mechanics; the 
voluntary register kept by the Medical Council is 
ineffective. 


OrtTHOPAEDIC MECHANICS. 


45. Until very recently there was no organized 
training to be had in this craft in South Africa, 
except at the Government Limb Factory in Johan- 
nesburg, which trained mechanics for its own ser- 
vice. Even there a great deal of the work, up till 
recently, consisted of alteration and adjustments to 
imported apparatus. . 


46. Within the last few years a scheme has been 
brought into operation, with. the assistance of the 
Nuffield Trust, whereby suitable apprentices under- 
go training at the Government Limb Factory in 
conjunction with the workshops at orthopaedic 
institutions. Thus there will come into being a 
body of skilled mechanics, and so orthopaedic insti- 
tutions will be enabled to provide apparatus for 
their own patients. 


47. Owing to an absence of recognised criteria 
as to training and knowledge necessary and of any 
registration, very inferior work is being turned out. 
The fact, too, that the patient is so often not in con- 
tact with the mechanic for fitting and adjustment 
results in unsatisfactory work, whilst the cost is out 
of proportion to the value of the work and material. 


48. Facilities are necessary for the training of 
this type’ of auxilliary personnel, with proper 
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criteria laid down and compulsory registration 
instituted by the Medical Council. = 
HEALTH VISITORS. 3 


49. The number of trained health visitors avail 
able is unknown to us, owing to the fact that t 
certificate is not registered, but it is graduall 
increasing. The Royal Sanitary Institute state 
that 354 persons have been granted the certificat 
since 1920, but there is no record of wastage du 
to death, etc. The training consists of a six 
months part-time post-graduate course at a technica 


r 


college, after general nursing or midwifery training 


The syllabus is laid down and the examination 
conducted by the Joint Examination Board of th 
Union Government and Royal Sanitary Institute 


50. They are employed by some of the majo 
local authorities in the following capacities:— — 


(i) Infant and child welfare work: all notifi 
cations of births are supplied to them in orde 
that the welfare of the new-born child may bi 
safeguarded ; 


-(ii) Ante- and post-natal clinics; 


(iii) The follow-up of cases of tuberculosis anc 
venereal disease, and the tracing of contacts; 


(iv) The tracing of contacts in the case 0: 
infectious disease ; | | 


(v) In some instances, also, they investigat 
cases to see whether a visit from a doctor is neces 
sary, and they do follow-up work where a case i 
not so severe as to require regular medica 
visiting. 

(vi): The inspection of midwives, qualified anc 
unqualified. | ; 


51. This is a type of personnel of which increasing 
use is being made by local authorities. In addi 
tion, the qualification is made use of in the training 
of school nurses in connection with the medica 
inspection of schools. | 


Mepicat .Arps. 


52. The Committee on the Medical Training o 
Natives reported recently upon this type o 
personnel, who had unfortunately been trained fo 
clinical work which they were not permitted to di 
under the Medical, Dental and Pharmacy Act. Ty 
accordance with the’promise made to them, the} 
are being employed by the Department of Publi 
Health, but only in a preventive capacity. The 
course recommended by the above Committee fo: 
the future is the B.Sc. (Hygiene) with the syllabu: 
suggested by them, followed by one year of prac 
tical work under the Department of Public Health 
The degree of B.Sc. (Hygiene) has been institutec 
by the University of South Africa and is open te 
all races. There are numerous openings for thi: 
class of health worker. There are only a handfu 
of medical aids available, and as yet there has beer 
no opportunity for any B.Sc. (Hygiene) candidat. 
to graduate. 


Heautta INSPEcTorS. 


53. It is very difficult to arrive at the exact num: 
ber of qualified health inspectors available in 
South Africa. There is no registration by the 
Medical Council. The Royal Sanitary Institute in- 
forms us that 1,106 persons have been granted the 
certificate since 1920, but there is no record of 
wastage due to death, etc. The Department of 
Public Health has no reliable figures. Many local 
authorities employ unqualified health inspectors 
because they cost less, There is not enough quali- 
fied personnel available for all local authority needs. 
The.course of training approved by the Joint Board 
of the Royal -Sanitary. Institute and the Depart- 


: 
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ment of Public Health leaves much to be desired, 
whilst there would appear to be some doubt as to 
what local authorities are worthy of sanction for 
purposes of pupilage and practical training. There 
are very few (6) non-European health inspectors 
owing to their difficulty in gaining admission to 
technical colleges. 


HEALTH ASSISTANTS. 


_ 64. There is no recognised course of training for 
his class of personnel, which is entirely Native. 
[They have been trained for specific purposes in 
Natal and the Transvaal. They appear to be of 
sonsiderable value in the matter of health propa- 
yanda and the recognition of certain simple diseases. 
Phe Committee on the Medical Training of Natives 
fas recommended their extensive use under the 
upervision of Medical Aids in preventive work, and 
ve have seen them in action at Polela. 


OccupatTionaL THERAPISTS. 


‘55. There are two of these in South Africa, 
oth imported, and we deal with their function and 
he suggested course of training in Chapter 27. 


CoNCLUSIONS. 


56. There is a shortage of all ‘types of personnel, 
ven on the present-day basis of health services. 


57. There is a need for greater control of the 
raining and examination of certain types of per- 
onnel under the Medical Council. The lack of 
ontrol in the case of opticians, dental mechanics 
nd orthopaedic mechanics is acting detrimentally 
o the public interest. 


58. There are insufficient numbers of non- 
juropean personnel of all kinds, and facilities for 
raining are very inadequate. There has in recent 
ears been a considerable increase in the number 
f nurses, and some slight increase as regards 
octors. 


59. We have evidence that the training of pre- 
entive health personnel under the Joint Committee 
f the Royal Sanitary Institute and the Department 
f Public Health is not entirely suitable for South 
\frican conditions. 


60. As the first two years of the course for 
aedical students are common to those for dental 
tudents, physiotherapists and occupational thera- 
ists, and the accommodation is limited, any 
acrease in any one category must of necessity 
iminish facilities for the others. 


61. The standards of medical and dental training 
ompare well with those anywhere else in the 
orld. The standard of training for general nurses 
aah, but the standard. for midwives is lament- 

ly low. 


/ 
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CuHapters XVII ann XVIII. 
CHAPTER XVIII. 


PRESENT COST-STRUCTURE OF HEALTH 
SERVICES. 





1. The responsibility for the provision of certain 
health services in South Africa is statutorily dis- 
tributed between the central Government, the 
Provinces, local authorities and employers (when 
called upon in terms of the Native Labour Regu- 
lations Act 1911). Employers are further bound 
under the Workmen’s Compensation Act 1941, to 
contribute to a Workmen’s Compensation Accident 
Fund, from which certain sums are payable in 
respect of medical aid rendered to employees who 
have been injured on duty or who have contracted 
any scheduled industrial disease. 


2. A very important réle is played by private 
enterprise. Some of the services supplied, overlap 
in great measure those statutorily and otherwise 
supplied by public authorities—the most notable 


‘being the treatment of both infectious disease and 


general medical cases by mission hospitals in the 
Reserves, and by private nursing homes and private 
hospitals in urban areas. An important. gap is 
filled by these institutions. A more important 
and indispensable part is played by the members 
of the various professions, particularly the medical 
practitioner, who supplies domiciliary medical 
service, and the dentist. Public authorities, 
through their full- and part-time personnel, at the 
present time are responsible for only an infinitesi- 
mal proportion of domiciliary medical and dental 
services. 


3..The present cost structure of health ser- 
vices is reflected in Tables A and B below. In 
Table A, the services are classified according as 
they are extra-institutional or institutional, and 
they relate mainly to curative measures, although 
some expenditure on preventive measures is un- 
avoidably included. 


In Table B, a finer division is attempted as 
between curative and preventive services; and two 
items have been added, viz., the sums spent on the 
subsidisation of nutrition and housing. We do not 
claim that the figure given in respect of preventive 
services is in any way complete. In particular, the 
cost of environmental services (non-personal health 
services) is deficient and reflects almost solely the 
emoluments of local authority health personnel allo- 
cable to environmental services. It did not prove 
feasible to draw the line between that portion of 
municipal services which has merely an amenity 
value, and that which is directed to the promotion 
of health. 

In both tables, the costs of supplying the various 
health services are’ shown as being distributed 
between the three public authorities (central, pro- 
vincial and local), employers, and the general 
public. 
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TABLE A. | 
ESTIMATED ANNUAL COST OF PERSONAL PREVENTIVE AND CURATIVE HEALTH 
7 SERVICES, 1941-42 (£07000). i] 
DistRrButTion or Cost. 
SERVICE. Total. Central | Provincial| Local 
; Govern- | Adminis- | Authori- Fass | hat 
ment. tration. ties. - pen i 
A. Extra-INSTITUTIONAL :-— 
1. Expenditure under Public Health Act, 1919 (excluding that |. 
given in Items 13 and 16 below) :— 
(a) Infectious Diseases. 065.06... ee beac cee e ss ecsneces 313 180 55 
(b) Other Services (Malaria Control, Full-time District 
Surgeon, District Nurring, ete.). Wet <cccelaielate’s ao wate lac be 367 - 284 22 
reo.  HaaHA PAUCAEION. cose bale eaotih tye atis ork aio ae state Sala tternse wale 37 37 _ 
3. Meical Inspection of Schools..........cccevccccreccces cece 70 _ 70 
4, Private Nurses and Midwives (1).........ccccsssercccsccess 450 _ _ 
54) Dental Profession.s4:rs,treteriaitle s\sialatsaieielsuiiswhetakelaloiels eters ues Siete 1,266 — —_ 
6. Medical Practifianers (2) yates yas) decries aisle sie yeiaie + eb tate Edibheie 8 3,000 105 — 
Top VIOMICINOS (U) siccaracsse ts oce\s jarercrete meietolarer os ede tares ia eters aca valtneasah stot cS 2,500(?) aaa — 
Tota: ExTra-INSTITUTIONAL........ nity Hoe 8,003 606 147 
SSS ee | Se | SS eee 
100% 7°6% 1-8% 
eee | ee | SS | ee eee | 
B. INSTITUTIONAL :— ’ 
8... Pablic' Gonoral Hospitals ie tosmrc srs aristereiisivicne opcieteitardteres 2,575(3) 3 1,457 
9. Private Hospitals and Nursing Homes (?).............-. sei 827 o— _— 
LOU Maternity Homes:(*). cient sin eietets eu terelgoterstclelgieje tratemeitareett 142 — —_ 
TLS: Mission Hospitals eis S.0 wise tet tote oro lel otele witty seater erties ose 164 51 2] 
12° Mine and. Kactory Hospitals sp ayhr cicca + crcteisiaie Jeiele broleieioje 588 — See 
13. Isolation Hospitals (including Various Institutions under 
‘Public Health Departn; @mt) i200 s/cite's + use oi bleloi) sole a eib elo ote 454 307 28 
14. Mental Hospitals. 72tecciah tercidis ott cs ein os etaiiiavensseretetalie ebeteyele 765 678 _ 
15. Chronic Sick Homes............- DRE abs yd ac Ce diy ee Bee 94 _ 72 
16... Laboratories and Research). .kihscviteis «sides oe aaetiels 87 69 (2 
17.. Rehabilitative, Services. 2). sisi. isisiere so eiw.ats assis oe 0 e)s'aleieis om tale 334 300 _ 
ToTaL: INSTITUTIONAL...-...2.-0+0+0: saNee 6,030 1,408 1,580 
100% 23°3% 26:2% 
SS SSS 62a Se a —— SSS Sees | SS 
MOTALs COSPicivcnied siaid Ae Mire Wield ay sie apecaraleye 14,033 2,014 1,727 
100% | 14:4% | 12-3% 


(1) Estin.ated. amount. 

(?) The total amount spent on pharmacentical products is estimated 
at £3,000,000. Of this, £500,000 is spent by institutions (Items 
8-17). £840,000 is dispensed medicines, and £1,660,000 on 
over-the-counter sales. 

(?) An unknown portion of this item is allocable to maternity 
services (Item 10). : 











(4) Includes approximately £12,000- from Native Local Council 

(5) Includes £170,000 donated to hospitals from the General Publi 
and £1,000 from Deferred Pay Board. 

(8) Includes £27,000 donations, of which £8,000 was derived fro! 
Parent Mission bodies and £2,500 from the Deferred Pay Boar 

(7) Includes £3,000 from Native Local Councils. 


TABLE B. | | | a 
ESTIMATED ANNUAL COST OF SERVICES DIRECTED TOWARDS THE PRESERVATION 


OF HEALTH, 


1941-42 (£’000). 
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p Pusiic AUTHORITIES. EMpPLoy €Rs. PvsLio. 
SERVICE Total Central | Provinci Voluntary c 
SE aw j i rovincial; Local © 3 G In Codpe- | As Privat 
Govern- | Adminis- | Authori- Bones: Lae Private, tative In- 
ment. | tration. ties. ae Groups. | dividuals 
PREVENTIVE SERVICES. 
1. Subsidised Nutrition........ 1,881 1,571 117 28 123 42 — — — 
2. Subsidised Housing......... 934 172 — 135 8 619 _- —_ —_ 
3. Health Education........... 37 37 ¢ ? —_ _— i — ai 
4, Environmental Services...... 93 47 15 31(2) — —_ _— — — 
5. Personal Health Services..... 58 18 ? — ? ? — se 
ROT AL CON Te, dae Rr ere: 3,003 1,845 172 194 131 661 — _— — 
ExtTRA-INSTITUTIONAL 
CURATIVE SEPVICES. 
6. Medical Nursing Physiothera- ; . ; 
POULIC. PEL See eee ceee ee 4,040 504 82 116 169 275 248 2,646 
Te Dentalsecce oes see enna 1,275 cn 9 ? _ ee ? ? 1,266 
8. Pharmaceutical............. 2,500 — _ —_ — \ ? ? ? 2,500 
INSTITUTIONAL ; 
CurATIVE SERVICES. : Ms 
9. General Hospitals.......:... 4,390 54. 1,549 175 | =< 84 713 124 1,691 
10, Infectious Diseases Hospitals 454 307 28 78 — od 9 ? |... >, Say 
11. Mental Hospitals............ 765 678 a ah “ pS bce oe 87 
12, Rehabilitative Services (2)... 334 300 a & 30 — — _— - 
13. Laboratories and Rescarch.. 87 69 | 2 ae = ~~ 8 a ee 
PROTAR icitta tis slenidisialchee 13,845 1,912 1,670 381 30 253 1,005 Pegi (6 8,222, 
SE, = ates | Se a ee | Se | 
GRAND TOTAL....... 16,848 3,757 1,842 575 161 914 1,005 372 8,222 
= a 






(*) The Commission is aware that many millions of pounds are spent 
on such services as sewerage, abattoirs, water supplies and other 
environmental services. It is not feasihie, howéver, to make an 
allocation of the costs of these services, as between health 
promotion and mere amenity facilities. Moreover, it is generally 
the ease that the costs of many environm: ntal services are not 


only covered by the re derived th 
ne Ae Bein OY venue deriv erefrom, but a profit 


mmission has, therefore, deemed it advisable to brit 
into its calculations only that portion of the emoluments of loc 
authority health personnel allocable to environmental service 
viz. £31,060. ; 

(?) Socio-ecoriomic rehabilitative measures have not been includec 
The term was taken to indicate rehabilitative measures 0 
physiological nature only. If socio-economic rehabilitative service 
are included, the figures become £630,000 ; £9,000 and £82,00 
reapectivoly. 








4. From Table A, the following features emerge. 
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the care of extra-institutional services, the-. 


yvernment (not in its capacity of employer) con- 
butes over 11 per cent. of the cost. Towards 
stitutional costs, it contributes 54 per cent., 
wing the public and employers to supply only 
per cent. Of the total cost, the public authorities 
y almost 30 per cent., employers 9 per cent., 
d the public 61 per cent. If the subsidies in 
spect of nutrition and housing are included (c.f. 
ble B) the percentages become: public authori- 
s 37 per cent., employers 11 per cent., and the 
neral public 52 per cent. 


5. Free Treatment.—The amount contributed to- 
rds the cost of health services by Government, is 


large part a measure of the extent of pro deo. 


atment meted out to patients. Little is known 

the actual percentages of patients who are 
ated free of charge, especially by members of the 
rious professions.. A survey made of a number of 
spital reports reveals that in the Union, during 
» year 1941-42, of European patients, 47 per 
it. and per cent. were accorded free and 
rtly-free treatment respectively. On a provin- 
1 but non-racial basis, the percentage of free 
tients was: Cape, 58; Natal, 61; Transvaal, 
6; and the Orange Free State; 56-3. 


3. Friendly Societies.—The Commission has, not 
on able to ascertain the actual number of people 
embers as well as dependants) who are entitled 
medical benefits under Friendly Society schentes. 
e number (nearly all Europeans) must, however, 
stitute a substantial proportion of the European 
tion of the population. Of the total amount 
mt on health services by the general public and 
ployers, 7 per cent. (£693,000) is paid by 
iendly Societies, if only those benefits usually 
wided by Friendly Societies, namely, items 6-7 
ly dispensed medicines in item 7) are used as a 
is for this calculation; and if items. 8-10 of 
ble A, are included, the percentage rises to 12. 


!. Workmen’s Compensation.—Of the total 
ount of £1,258,000 spent by employers on*health 
vices, at least £300,000 or 24 per cent. is in 
pect of medical and hospital treatment coming 
shin the scope of the Workmen’s Compensation 
t. A portion of the £572,000 spent by the mines 
1 factory owners will also fall under this head. 


3. In view of the fact that the incidence of 
ease should vary in inverse proportion to the 
yenditure on efiective preventive services, we are 
opinion that estimates of the costs of health 
vices should be compiled annually to serve as an 
lex of the efficacy of the various. health services. 


). The amount spent on personal health services, 
mated at £14,033,000 per annum, represents 
} per cent. of the national income estimated at 
20,000,000. A considerable préportion of the 
al expenditure is by or for non-Kuropeans, but. 
iss impossible to say exactly what proportion. 
tributing both health expenditure and income 
r the entire population, we find an average ex- 
iditure of £1-33 out of an average income of £39. 
this 30 per cent. is by the State (including pro- 
cial and local authorities) and 70 per cent. is 
private individuals and ee If we in- 
de nutrition and housing subsidised by the 
te (including the Railways Administration in 
pect of assisted housing for its employees) the 
ure rises to £1-60 per head per annum, of which 
Per cent. is expenditure by the State and 58 per 
it. by private agencies. In England, ‘‘ Medical 
inning Research ’’ has calculated that the annual 
enditure per head is £3-48 out of an income of 
ll, the percentage thus being 3-1. It is more 
m likely that, if it were possible to consider 
Topeans separately, the percentage of income 
mt by them would be found to be at least 4 per 


* 
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cent. The cost of extra-institutional medical ser- 
vices in the Union is much higher than for cor- 
Tesponding services in most European countries. 


10. In Annexure E, details are given relating 
to the financing of certain of the services mentioned 


in Table A. 


—_——_—_ 


CHAPTER XIX. 





SUMMARY OF THE SURVEY AND 
CRITIQUE. 





1. So numerous are the factors, social and econo- 
mic, and so wide the range of the services, public 
and private, which have a bearing upon the nation’s 
health that detailed examination of them all has 
occupied no less than fourteen chapters of this 
report. The impression produced on the mind 
of the reader who has been conducted through so 


much territory will be merely that of a series of — 


dissolving views, unless at the end of the journey 
he is taken to some vantage point whence, with a 
single sweep of vision, he can discern in their. true 
perspective the salient features of the country 
through which he has travelled.. The purpose of 
this chapter is to provide such a vantage point. 
Abandoning metaphor, we may say plainly that 
we shall attempt to answer in broad terms two 
groups of fundamental questions: ”’ 


' First: What is the state of the public health? 
—Is it satisfactory?—Is it improving, or is it 
deteriorating ? 

Second: How adequate and effective are the 
services responsible for the promotion and main- 
tenance of the nation’s healthP—Can they be 
improved ?—If so, along what lines? 


In answering these questions there will be no re- 
capitulation of the evidence already given in detail 
in preceding chapters, but simply of the findings. 
Additional evidence will be presented, however, 
when dealing with the first group of questions. 


The State of the Nation’s Health. 


2. What criteria should .be adopted in assessing | 
the health of a nation?—(a) Vital statistics afford | 
the most reliable criterion. Unfortunately, vital | 
statistics are available for only 30 per cent. of the 
“population of the Union, and are not complete even | 
for that section, so that we are obliged to depend | 
also, and for 70 per cent. of the population almost | 
entirely, upon the supplementary criteria afforded | 
-by (6) sample surveys and (c) the opinions of ex- 
perienced general practitioners, medical officers of | 
health, and sociologists. 


3. Vital statistics should furnish information as 
to birth rates, death rates general and specific, 
infant mortality rates, maternal mortality rates, 
morbidity (incidence of diseases) rates, absenteeism 
owing to ill health, etc. As already noted, com- 
plete statistics are available only for Europeans, 
and even for them only in respect of the first four 
items mentioned; but reasonable estimates have 
been made for several of the remaining items, and 
for the Natives in regard to most of the items, on 
the basis of surveys and of competent opinions. 


4. Birth Rates.—The birth rate is commonly re- 
garded as a reliable index of the inherent vitality 
ofanation. If this view be correct, there is cause for 
satisfaction in the fact that the rate for the Euro- 
pean population of the Union is one of the highest 
among the civilised countries of the world. I¢ has 


declined from 32-2 per 1,000 live births in 1911 to 


_ 20°18 in 1942, but to nothing like the same extent 


as among the Western nations generally. The de- 
cline was fairly steady and fers its lowest point 
in 1934 when it stood at 23-44. Thereafter it rose 
to 25°29 in 1940; 24-94 in 1941; and 25-18 in 
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1942. Figures for other countries are shown in the 
accompanying table, culled from the Annual Report 
of the Department of Public Health for the year 
ended 30th June, 1943, which gives average rates 
for three-yearly periods based on the latest available 














information. (Table A.) 
TABLE A. 
Natural} Infant 
Country. Birth | Death In-__|Mortality 

Rate. Rate. | crease. | Rate. 
Union of S.A. (European). . 25:1 9-4 15:7 50 
Portugal: Jc08ie tse. oem nse 26-1 15-6 10-5 128 
Ltalyidosi. a olpivrveniat cee 23°5 13-7 9-8 102 
Hollands joc ae atert cir site 20°7 9-0 11-7 36 
Germain Vicinon ole sla tiate whee 20:0 12-2 7°8 61 
England and Wales........ 14-9 12-7 2-2 53 
Canada: cio: tee aeisteaeets 21-4 9-8 11-6 59 
Avatualia. (eis ngieko tov 18-3 10-0 8:3 38 

16:9 10°4 6°5 ? 


United States of America.. 





5. With one exception, to be mentioned later, it 
is doubtful whether the birth rate is, or can be, 
significantly affected by measures ordinarily re- 
garded as falling within the sphere of health ser- 
vices. The factors which influence it are social 
and economic, or, as is held by some, the long- 
term changes which it exhibits are an expression 
of biological urges and inhibitions so profound that 
they are the ultimate cause, rather than the conse- 
quence, of social and economical trends. How- 
ever that may be, from the orthodox standpoint of 
public health, a proper assessment of the signifi- 
cance of the birth rate cannot be made, unless it 
is considered in conjunction with the general and 
the infant mortality rate, as has been done in the 
table. A very high birth rate may be accompanied 
—and among uncivilised peoples always is—by a 
high death rate, and particularly by a high infant 
mortality rate. This is the position which obtains 
with regard to the non-European population of the 
Union, amongst whom the birth rate is much higher 
than that of the Europeans. For Asiatics it is a 
little under 40, for Coloureds well over 40. For 


Natives, neither the exact rate, nor whether it 


exhibits an upward or a downward trend, is known. 
The rate itself is probably well over 40, to judge 
- from various surveys which have been made. 
Whether such factors as economic deterioration of 
the Reserves, the system of migratory labour for 
the Mines with consequent male absence, permanent 
urbanization of an ever-increasing proportion of the 


Native population, and the prevalence of venereal . 


diseases, are resulting or will result in a decline of 
the birth rate among the Bantu section of the non- 
European population, cannot.be known with cer- 
tainty; but it would be surprising if they did not 

* have. this effect. The effective control of venereal 
diseases among a population in which the incidence 
is known to be very high, could undoubtedly 
appreciably affect the birth rate; and it was this 
health service which was in mind as the exception 
to the general statement made above. 


6. Death rates.—The death rate for Europeans in 
1942 was 9-35, a figure which compares favourably 
with most of the countries listed in the above table. 
In 1911 the death rate was 10-4, in 1925 it was 
9°39, and in 1935 it was 10:45. For the non- 
Kuropean section of the population the figures, 
when available, are much higher—rarely less and 
often more than twice as high. This is probably 
true throughout the country. . 


1. The Specific Death Rate for Tuberculosis.— 
This is usually regarded as a sensitive index of the 
state of the public health and of the efficiency of 
public health services. For Europeans, ‘the rate is 
steadily declining in the Union, although Dr. G. W. 
Gale has drawn attention to the fact that the 


_ment that the best criterion of progress in thi 


_ it seems possible that registration of births among 


decline is due mainly to a diminution in the numbe 
of deaths from silicosis-with-tuberculosis, a diseas 
which is the special concern of a highly efficien 
special service (The Miners’ Phthisis Bureau). O1 
the other hand pulmonary tuberculosis not asso 
ciated with silicosis, in which the decline of th 
death rates is far less marked—the reduction for th 
last 10 years being only 8-5 per cent. for the latte 
as against 47-8 per cent. for the former—is thi 
responsibility of the general health services. 


8. With regard to tuberculosis among non 
Europeans many alarming statements are mad 
from time to time in the lay press and occasionall: 
by medical men. The following passage is quote 
es the 1943 Report of the Secretary for Publi 
Health :— Te 


‘‘Tt is difficult to give a true picture of ths 
position among the non-Europeans. Much mor 
attention is being paid to the health of non 
European and so many more cases are being dis 
covered. Whether there is an actual increase 
I am not prepared to say, but, this I can say 
that in the Native areas tuberculosis is endemi 
and often runs a chronic course. With increase 
industrial development, where the Native come 
into contact with new surroundings and mode o: 
life, it is inevitable that many will develop tuber 
culosis in an active form.”’ 


9. Infant mortality rates.—The figure for Kuro. 
peans has fallen markedly during the last 20 years 
It was 81-81 in 1919, when the Public Health Ac 
was passed, 90-07 in 1920, 77:09 in 1921. Th 
steady decline dates from 1932, and in 1942 thi 
figure was the lowest yet recorded, 47-52. In th 
same year the rate. for Asiatics was 88:38, and. fo: 
‘“* Mixed and Other Coloureds ’’ it was 176-68. Ih 
his latest annual report, the Secretary for Publi 
Health says :— 


‘“ Infantile mortality rate is always regardec 
as a useful index of the public health state of the 
community because a large proportion of infantil 
deaths are preventable. Statistical evidenc 
shows that. the greatest cause of deaths among 
infants was diarrhoea and enteritis, which i 
eminently preventable, while bronchitis anc 
pneumonia, which are also extremely important 
are largely preventable by the improvement o: 
living conditions and by. better nursing ané 
mothercraft. ° Neo-natal deaths, those occurring 
during the first month, are, as in other countries 
largely due to prematurity, congenital debility 
and birth injuries. Many of these deaths could 
be prevented by better pre-natal care, better mid- 
wifery and ‘better post-natal services. Thus. 
although the lower infantile mortality rate is ¢ 
matter for satisfaction, there is still much scope 
for improvement.”’ 2 


To the foregoing remarks may be added the co 


















matter is whether the maximum possible reductio 
having regard to the increase of our knowledge it 
this connection, has yet been achieved; and whethe 
the decline in infant mortality compares favourably 
with that in other countries, for example, Ney 
Zealand and Holland. Judged by these standards, 
the Union still has a long way to go even with 
regard to its Kuropean population, and there is 
ae ample scope tor the health services of the 
uture. . 


10. Poverty and ignorance, which contribute 
malnutrition and insanitation, undoubtedly 
account for the high rate among Asiatics ant 
Coloureds. The Secretary for Public Health state 
that there is some doubt whether the figures fo: 
Coloureds can be regarded as entirely accurate, ai 
this class of the community is still somewhat in 
complete, a factor which would exaggerate the 
infantile mortality rate. This factor partly accounts 


30 for the startling figures which from time to 
ne have been announced for Natives living in the 
wns, where registration of births and deaths 
compulsory according to the law, but, owing to 
2 necessity for obtaining death certificates before 
rial within the town, deaths are more completely 
orded than births. Nevertheless, the consensus 
opinion*among medical officers of health, and the 
idence of several surveys is that the Native infant 
rtality rate is not less than 150 anywhere and 
some areas is as high as 600 or 700. Such figures 
sak for themselves. They are a challenge to the 
antry to provide health services which will bring 
is four-fifths section of the population into line 
th the remaining fifth. 


11. Maternal Mortality Rates.—This is another 
licate index of the adequacy and efficiency of 
alth services. For many years the figures fluc- 
ited about 5:0, and in 1934 jumped to 5-99. 
ace then the story, for Europeans, has been:an 
souraging one as the following table shows :— 

; : 





TABLE B.- 


ATERNAL MORTALITY RATE IN UNION 
OF SOUTH AFRICA. 
(RatEs Per 1,000 Live Brartus.) 




















EUROPEANS. 
er 
Year. Puerperal | Puerperal Total. 
Sepsis. Causes. 
Belin of SOE DOES - 2-69 3°30 > 5:99 
Sin 6 o Sema etaae 2:49 2°24 4-73 
Noes 5 Hon HeAe Tones 2°39 2°71 5-10 
BCR, CoCo OORT 1-94 » 2-44 4°38 
Bibel ste. Foca’ ~ 1-50 2-19 3-69 
Dhar ee 3 A Re 1-29 2-32 3°61 
VHA Gob eet hhueor 1-23 2°13 3°36 
lis 6Gomiice SOA oneE ” 0-84 1-65 2-49 
Diiere sa stebete pete Stave ore3 1-07 1-76 2-83 
ASIATICS. 
WE, Sore eee cle oe 1-68 3-88 5-56 
LASERS QU Ae re Ree 2°63.” 4°47 6-10 
ERTS, cee 2-53 3-90 6:43, 
MIXED AND OTHER COLOURED. 
Uh he ARE Seton gs are Peal 3°36 5°47 
| SES OR eecOno eee 2-29 3°15 5-44 
Beretieieieicictoloies « o.04 1-56 3°03 4-59 





It will be noted that the reduction has not been 
e solely to the fall in the puerperal sepsis rate, 
- which the introduction of the sulphonamides 
o therapy may justifiably claim most of the 
dit. The Secretary for Public Health points 
t that whereas in 1932 only 15-2 per cent. of 
ropean births took place in institutions, in 1942 
» figure had risen to 35:9 per cent. (an interesting 
nmentary by the general public itself on the con- 
tion of the Pentz Report that child-birth is a 
syiological process for which institutions are 
weely necessary); and he adds, ‘‘ It seems highly 
ybable that this is an important factor in the 













urred during this period ’’. Another contribu- 
y factor has been the establishment of ante- 
al clinics at which advice is given as to diet,etc., 
‘the establishment of increased district mid- 
fery services under the stimulus of Act 57 of 
35. That skilled nursing, whether in institu- 
ns or in the patients’ homes, may be of less 1m- 


ndicated by the now classic experiments under- 
n in the Rhondda Valley, in which it was 
that the distribution of food to necessitous 
‘gnant women resulted in a dramatic fall in the 


luction of the maternal mortality rates which has _ 


tance than adequate nutrition during pregnancy, | 


96 


CuapTer XIX. 


maternal mortality rate, even without the provi- 
sion of any extra medical care. Such a result may 
well be held to justify thé contention that, from 
the standpoint of reduction of maternal mortality 
(as of so many other desiderata in public health) it 
were better, if it is not possible to do everything at 
once, to concentrate on the immediate improvement 
of nutrition among the Indian and Coloured popu- 
lation, where it is notoriously inadequate, even 
at the cost of delaying the expansion of midwifery 
services for these groups, which must in any case be 
delayed owing to the lack of personnel. 


12. No figures are available for maternal mor- 
tality among Natives. There is, however, sufficient 
evidence available from the records of public hos- 
pitals, location nursing services and medical mis- 
sionaries, to explode the myth, at one time widely 
prevalent, that the difficulties and pathological 
sequelae of child-birth are virtually unknown 
among Native women. 


13. Morbidity Rates.—These are even more im- 
portant than mortality rates, for they take into 
account the ill health which, while not ending 
fatally, accounts for the greater part of human 
suffering and for almost all the economic losses 
which result from physical incapacity. .Morbidity 
rates refer to the incidence of various diseases in 
the population, and are expressed as the number of 
cases occurring in one year among, usually, 100,000 
of the population. Those which relate to prevent- 
able diseases are obviously the most sensitive index 
obtainable as to the efficiency of health services. 
Unfortunately these rates are available only for those 
diseases which are compulsorily notifiable to the 
health authorities; and even for these diseases noti- 
fication does not always take place because (a) many 
cases, especially among non-Kuropeans, are not 
attended by registered medical practitioners; (b) 
even when a doctor is in attendance the diagnosis 
may be missed, particularly in mild cases of such 
diseases as enteric and scarlet fever; and (c) the 
medical man may fail.to notify. Nevertheless, 
there are sufficient notifiable diseases, and notifica- 
tion is sufficiently complete in respect of the Euro- 
pean population, to afford significant data on which 
to base estimates of the general progress of health 
services. With regard to the non-notifiable diseases 
information may be obtained from hospital statis- 
tics, clinical surveys, and from specific death rates. 


14. Typhoid Fever.—The incidence of this infec- 
tion is generally regarded as the most sensitive 
single index obtainable with regard to the standard 
of environmental hygiene in any area or country. 
There has been a fairly steady decline in the inci- 
dence among Europeans during the past twenty 
years, from 150°4 per 100,000 in 1922 to 42-5 in 
1942. This decline is satisfactory, but the actual 
incidence is still much higher than in Great Britain, 
where it is below ten. The incidence among non- 
Europeans is not known. Dr. E. H. Cluver esti- 
mates in his “‘ Public Health in South Africa ”’ that 
2 per cent. of the Natives are ‘‘ carriers ’’, which 
is indicative of a very high incidence rate, as only 
a fraction of persons infected become carriers. 
There are few towns where sanitation in the loca- 
tions has improved part passu with that in the 


-European areas; and in Native rural areas the risk 


of enteric has probably increased, owing to the in- 
crease in density of population over the past twenty 
years. 


15. Diphtheria.—The incidence of this disease 
may be taken as an index of the efficacy of health 
propaganda and of general health consciousness 
among the population; for the disease is one which 
it is very easy to prevent by the exercise of fore- 
thought. The incidence among Europeans has in- 
creased from 48 per 100,000 in 1922 to 105-6 in 
1942. In 1939 it was 125:8. Even allowing for 
cases now detected owing to improved facilities for 
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bacteriological diagnosis, which might formerly 
have been missed, there can be no doubt of a marked 
real increase of this most serious disease. This 
state of affairs constitutes a severe indictment of the 
intelligence of the people and of the efficiency of 
health services, particularly the maternity and 
child welfare services; for during these twenty 
years medical science has ‘discovered how to elim1- 
nate the disease almost entirely, by simple inocu- 
lation. In Canada and the United States of 
America diphtheria has in fact been reduced almost 
to vanishing point in most large cities, e.g. New 
York; and in Toronto no case has been reported for 
ten years. 


16. Typhus Fever.—This is another preventable 
disease, long endemic in the Transkei and Ciskei, 
and not unknown in other parts of the country as 
well. Many cases are probably never seen by doc- 
tors and consequently not notified. Spread solely 
by the louse, the disease is one of insanitation and 
poverty—lack of water, soap, and sufficient changes 
of clothing. Its prevalence and increase in the 
Native Territories is as much an indictment of 
economic and education policy, as of health 
measures in that area. Lack of water is probably 
the most important single environmental factor. 


17. Tuberculosis.—There has been an increase 
among Kuropeans, from 24-8 per 100,000 in 1922 
to 46°2 in 1942, the figure for 1941, 55-29 being the 
highest yet recorded. This increase may result 
partly from improved methods of. diagnosis and 
from more thorough-going notification. The 
increasing urbanisation of the population is also an 
important factor. Nevertheless, after all due allow- 
ances have been made, it is indeed a serious state 
of affairs that—after twenty years of the operation 
of the Housing Acts, (one of the principal argu- 
ments for which was that they would reduce over- 
crowding and thus remove a principal cause of 
tuberculosis), after a very great increase in sana- 
torium accommodation during the same period, and 
after several years of the State-aided schemes for 
distributing milk and butter among the poorer 
classes—there should be an undoubtedly real 
increase of this disease. There is no escaping the 
conclusion that the preventive services have failed, 
and are failing, to hold the position in check even 
among the Europeans. The position with regard 
to non-HKuropeans is, as usual, unknown statisti- 
cally: and the cautious-remarks of the Chief Health 
Officer,. quoted in paragarph 8 above, should be 
borne in mind. It is more than likely, however, 
that the incidence of active tuberculosis among the 
non-Kuropeans has increased even more rapidly 
than among the Europeans. The appallingly high 
incidence among the Coloured population is well 
known. 


18. Venereal Diseases.—These are not notifiable, 
except gonococcal ophthalmia. Nevertheless, a 
fairly accurate estimate of their prevalence can 
be made on the basis of surveys and routine ex- 
aminations of unselected groups, such as Natives 
at the pass offices. As Natives are more easily 
dealt with along these lines, this is the one disease 
concerning which our information as to incidence 
is more reliable in regard to Natives than in regard 
to Europeans. The startling figures, in the neigh- 
bourhood of 90 per cent., periodically announced 
by public scaremongers, are not confirmed by 
scientific survey. Dr. G. W. Gale, Venereal 
Diseases Officer for the Union from 1939 to 1942, 
stated in evidence that the incidence among the 
urban Natives is about 25-30 per cent. and that 
much of this is latent. And thaty the seriousness 
of the position lies not as much in the risk to the 
European population, as in the chronic ill health 
and serious late sequelae,—cardiovascular,. visceral 
and skeletal syphilis—to which those with latent 
disease are liable, resulting in premature break- 
down in middle life; and in the possible effect. on 
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the birth rate. The incidence of congenital syphilis 


in rural areas, as revealed by Kark and Le Riche’s 
survey, suggests that the incidence of syphilis 
generally in many rural areas may be no lowe! 
than in the urban. They found that in three urban 


- areas (Pretoria, Pietermaritzburg, Bloemfontein) 


- an important class of foodstuffs—meat condemned 


‘national authority, 


_ the Union, made by the Dental Health Officer for 


the incidence of positive Wassermann Tests among 
school children was 23:60 per cent. and in siz 
rural areas (Witzieshoek, Qumbu, Kentani, Nqutu, 
Bochem and Letaba) 23-28 per cent. ; 
-.19. There is no need to exaggerate such figure: 
in order to make out a case for the improvement 01 
public health services. The control of acquired 
syphilis is a matter for improved sociological 
and educational services as well as health services. 
The control of congenital syphilis is a matter foi 
maternity and child welfare services. The figures 
just quoted in regard to Natives constitute an 
appalling revelation of the inadequacy of such 
services among them. . 


20. Malaria.—Although not generally notifiable, 
fairly accurate estimates can be formed of the 
incidence of this preventable disease, which is en: 
demic and not infrequently epidemic in some of 
the most fertile areas of the Union. The control 
of malaria has been very effective in recent years, 
and the factors which have made it so are well 
worth noting. First and foremost, the methods of 
control are based upon a scientific study of the 
bionomics of the mosquito vectors, dating from 
the initial impetus given by the visit of an inter- 
Professor Swellengrebel, in 
1931, and continued through constant field research. 
Second, the services are conducted in the field by 
experienced, enthusiastic and specialist technical 
officers. We were privileged to visit the splendid 
malaria research station at Tzaneen under Dr. S. 
Annecke and to listen to: evidence from himself, 
his Inspectors and Health Visitors in the organi- 
zation under his control. Third, health education 
of the public and codperation with malaria com- 
mittees are among the principal methods followed. 
Finally, use has been made, in the Native areas 
and elsewhere, of specially but not extravagantly 
trained Native malaria assistants. There is, of 
course, still much room for even more effective con- 
trol; and a considerable increase of anti-malarial 
field staff is urgently required. ‘ The relatively low 
cost of anti-malarial work, as agaist the high cost 
of treating malaria in hospital and out of it, is a 
point to be borne in mind when planning health 
services for the’ future. 


21. Bilharziasis.—This widespread disease pre- 
sents difficult problems. Its incidence is known to 
be high in the endemic areas. The Chief Health 
Officer’s Report for 1943 mentions that in 1942, 20 
per cent. of the European children in Rustenburg 
schools were found to be infested. In many areas 
the incidence is considerably higher, and among 
Native children is often practically universal. Bil- 
harzia is preventable, and its high incidence among 
the children of the Union is yet another item in the 
indictment against present-day health services. 












22. Helminthiasis.—Infestation with intestinal 
worms is very prevalent, particularly among 
Natives. Tapeworm infestation is doubly serious, 
for it effects not only human health direct, but 
leads also to loss of an appreciable percentage of 


at the abattoirs on account of measles. Consider- 
able evidence has been submitted at various centres 
on the subject. Poverty and ignorance combine to 
perpetuate this disease, which can only be overcome 
by improved sanitation and health education. » 


23. Dental Health.—Surveys in many parts of 


the Union, Dr. T. Ockerse, show that nearly every- 
where there is an appallingly high incidence of 





ital caries—over 90) per cent. in many areas— 
nong European children. This state of affairs is 
ostly preventable. © 

24. M alnutrition.—Standards still lack full scien- 
ic precision, or rather, are necessarily somewhat 


bitrary; but there is not the least doubt as to the 
neral outlines of the picture, a dark one, which 


s been dealt with in Chapter 8. In addition the - 


icial Nutrition Survey of European School Child- 
n in the Union, 1938, revealed the following con- 
tions : — : 

Keceiving 


Malnourished. no Milt. 
| ‘s (Per cent.) (Per cent.) 
oolboys in— 

MERETOVINGE.).52-0 0c. eee ces se 31-5 28-0 
eR cote he. RG RT? baie steae 16-4. 20-0 
EEE AE aA te Se a Sea 47-6 27°79 
MonpenKree’State.:....5..2.-.. 43-6 16-5 


d here is the summary of the Bantu Nutrition 
rvey which followed in 1938-39 : — 


PHE PERCENTAGE OF CHILDREN WITH 
BVIOUS SIGNS OF ILL HEALTH AND/OR 


MALNUTRITION. 
Obvious ll healt? ani? /or 
Malnutrition. 
Area, Boys. Cirls, 
(Per cent.) (Per cent.) 
SUIS ie OTe A a 44-51 42-97 
PLO, Cs. Real Ae ae a 55-75 50-10 
ici a) yee ies cee lel ea aaa RISO 50°65 
PROB Roi 20 yee.) Nios Sal eer 72°13 60-69 
ont ne revere” hideriate waisyas S 9 bc «8 78-99 70-50 
PERE PNC OM rt ee hast hy s0)5' son 3050 76-81 75-60 
vieshoek..... BR ee Sie Se aie Bi oS oy 77°87 80-75 
So Soc iro Gites GR A 88-80 84-19 
PG, aah Rane Shake ayer SALAS 90-43 83-60 


e authors of the survey conclude with two 
nificant paragraphs ;:— 

_** The thin, round-shouldered, flat-chested, pot- 
yellied child with spindly legs was such a common 
ight that it can only be concluded that many 
vere on the borders of starvation. The problem 
s thus not only one of providing this or that 
articular food factor, but rather a need for a 
reneral increase of all foodstuffs which will tend 
o build up a healthy Bantu population, averting 
tarvation as well as the many more specific defi- 
lency diseases.”’ 


** Diet deficiency disease, syphilis, malaria, © 


ulharzia, tuberculosis, scabies and impetigo, 
yreventable crippling, and many other less severe 
r less common diseases, form no small array of 
actors which are contrary to the maintenance of 
rood health and nutrition. No amount of jug- 
rling can succeed in separating the influence of 
me as opposed to the others where they so com- 
nonly occur together. The outstanding fact is 
hat they are all preventable.’’ 


5. Absenteeism.—The attempt made by the 1936 
nsus to ascertain the number of working days 
t through sickness, accident or injury in 1935-36, 
sa failure owing to obviously incomplete returns. 
e statistics of the Friendly Societies are a more 
lable guide. Their members lose from 12 to 23 
ys annually. Data of a more or less preliminary 
ure presented to us by Mrs. I. H. B. White on 
lalf of the Leather Industries Research Insti- 
e, Rhodes University College at Grahamstown, 
e consistent with these figures; and if they are 
air sample, this means a loss of from 3-8 per 
nt. of the nation’s working time each year—in 
ms of national income, from £12 to £30 millions 
r annum, or the total cost of a complete national 
alth service. 













A. So much, then, for the picture of the nation’s 
health as revealed by reliable statistics. 
though not one of unrelieved gloom, it cannot but 
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‘other spheres as well. 


be viewed with concern. The health of the people 
is tar below what it should and could be. 
balance, it is probably deteriorating, at least as 
far as four-fifths of the population are concerned. 
It is the morbidity rates rather than the mortality 
rates which are so disquieting, for all those pre- 
sented and discussed relate to diseases and con- 
ditions which science today knows full well how to 
prevent. 


The State of the Nation’s Health Services 


26. It would not be fair to attribute this state 
of affairs entirely to the inadequacy or inefficiency 
of the health services as ordinarily understood. 
Much of. the responsibility les at the door of other 
services. It is this fact which gives point to the 
strongly expressed view of the Medical Association 
of South Africa (B.M.A.) that reforms in the public 
health and medical services will probably bring 
about very little improvement in the nation’s 
health, unless accompanied by drastic reforms in 
And it is for this reason 
that the Commission in its survey of ‘* health 
services ’’ has included those which it has called 
‘“ health promotive *’, even though none of these 
is, or is likely to become, the executive responsi- 
bility of a national health service planned along 
modern lines.” 

re 

27. First and foremost among the causes of ill 
health are the economic poverty and the social 
backwardness of the greater part of the Union’s 
population. Vast numbers of people in this country 
do. not earn enough to purchase the minimum of 
food, shelter and clothing to maintain themselves in 


‘health. Whether this is due to an inequitable. dis-. 


tribution of the national income, or to a real lack 
of productive capacity and energy among these un- 
fortunates, is an issue which we are not called upon 
to consider; but in passing we may venture the 
opinion that doubtless both factors are in opera- 
tion. However that may be, it is clear that it 
would be unreasonable and unsound to expect the 
health services forever to make good the deficiencies 
of the socio-economic system—for instance, by way 
of providing food and housing for the people. The 
goal of long-term economic policy should be to place 
all sections of the people in such a position that, 
without State assistance, they can purchase for 
themselves the recurrent daily necessities for 
healthy living. Otherwise the health and social 
services maintained by the State will be tantamount 
to a perpetual system of poor relief. The present 
Commission envisages for them a nobler destiny 
than that. We recognise, however, that this destiny 
cannot be fulfilled until these basic requirements 
for health have been assured. 


28. The chapters of this report dealing with 
the socio-economic background, with health edu- 
cation and with nutrition, have laid emphasis 
upon those factors—poverty, ignorance, under- 
production of protective foodstutfs—which result 
in a volume of ill health, greater than could ever 
be overcome by the most lavish curative health 
services. Poverty so dire. that its victims must 
for ever lock to the State for assistance in the 


provision of the necessities for physical health, ) 
even if the State were to supply fully all such | 
necessities, will result in a state of mind not com- | 


patible with the modern conception of health— 
which embraces more than the merely physical. 
Health education, necessary for the full codpera- 
tion of the public in those services designed to 
protect its health, must build upon a foundation 
of general education—still lacking among vast 
sections of the people. And even if adequate pur- 
chasing power and full knowledge of dietetics be 
ensured among all sections, malnutrition can never 
be eliminated until food supplies adequate in 
quantity and quality are available to all, 


eee ys 
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29, Therefore it is with the keenest interest and” 
satisfaction that we have noted that the Social and 
Economic Planning Council has already put for- 
ward, in its Second Report, concrete proposals for 
raising the national income, for improving the 
nutrition of the people, and for greatly increasing 
the educational services among them. 
with equal. satisfaction the proposals of the Re- 
construction Committee of the Department of 
Agriculture, involving inter alia a great increase 
in the production: of protective foodstuffs, com- 
bined with a policy of conserving the fertility of 
the soil. 


30. We come next to a group of services which 
is commonly regarded as falling within the sphere 
of health services proper, namely those con- 
cerned with the sanitation of the environment, 


including the installation and safeguarding of - 


public water supplies, and the provision of housing 
for those in the lower income groups. Our survey 
has shown that these services have not proved 
adequate to the admittedly heavy strain placed 
upon them by the natural increase of the popu- 
lation—an increase more rapid than in most civi- 
lised countries—and, still more significant, by 
the- ever-increasing urbanisation and industrialisa- 
tion of both White and Black in the Union. In 
the large towns, even prior to the war, there was 
a great lack of hygienic housing, particularly for 
their non-European populations. The Smit Com- 
mittee report pointed out that many of the houses 
built for. Natives. under Housing Acts are, by 
reason of overcrowding, slums according to the 
eriteria of slums given’in the Second Schedule to 
the Slums Act. ‘There is little doubt that the 
general deterioration in the housing position is an 
important, if not the principal, factor in. the 
increasing incidence of tuberculosis noted in the 
first part of this chapter. 





31. The Smit Report in regard to urban. loca- 
tions, and our own observations in regard to small 
towns and peri-urban areas generally, have re- 
vealed the inadequacy and even the total absence, 
in some places, of such elementary environmental 
services as nightsoil- and refuse-removal and the 
provision of public water supphes. Such grave 
deficiencies may be correlated with an enteric inci- 
dence rate which for [Europeans is still several 
times that for Great Britain, and with an appal- 
lingly high Native infantile mortality rate to 
which enteritis—a disease of filth—is a principal 
contributor. 


32. As in the case of national low productivity, 
malnutrition and illiteracy, so with regard to 


‘housing and public water supplies, proposals have 


been made contemporaneously with the sittings 
of this Commission and designed to assist and im- 
prove these services. We are by no means persuaded 
that these proposals strike at the roots of the diffi- 
cult problems involved. Further comment will be 
withheld until a later stage in the Report (see 
Chapter 33). 


33. Owing to the difficulty of distinguishing 
between that portion of environmental health ser- 
vices which has a purely:amenity value and that 
which. directly safeguards health, it has been im- 
possible’ to forma precise estimate of the amount’ 
expended by public authorities on non-personal 
health services. However, as near as can be judged, 
the total is £2,284,000 annually, excluding a sum 
of £661,000 spent by the Government mainly in 
subsidising housing for railwaymen, which may be 
regarded as’ wages in kind. ‘Total expenditure, 
public and private, on persoial health services is 
£14 millions annually, of which 99 per cent. is 
devoted to curative services. Thus 15 per cent. of 
the grand total expenditure on all health services 
is for the promotion and safeguarding of health, 
as against 85 per cent. for the cure of ill health. 
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\the executive control of some other autho 
(where they are provided by any public autho 
‘at all) and otherwise fall to 
_ parents. 





In the Union of Socialist Soviet Republics, the 
country in the world where health services 
planned nationally in accordance with the mod 
conception of health, the ratio is 60 per cent. tc 
per cent. respectively. 3 


34. Personal health services—those in wh 
trained medical, dental and nursing person 
minister to the personal needs of the individual 
health and in sickness—are and must remain 
executive responsibility of health services 
ordinarily understood. They have been surve 
under four main heads: personal preventive, ] 
sonal curative (extra-institutional), personal ci 
tive (institutional), and rehabilitative; toget 
with their ancillaries—laboratory, statistical : 
research services—and have been found lack 
under all these heads. 


35. The most notable lack is in those very 
vices which are most fundamental according to 
““modern conception of health ’’. These are 
personal preventive health services. Fragment 
services exist, but the gaps are much wider. 


A small part of the population has access to a1 
natal and infant welfare services, but these 
imperfectly correlated with both promotive : 
remedial health services, which are usually car 
out by a different authority. The severest ind 
ment of this fragmentary service is the rising i 





| dence of diphtheria among young children, 


should all be protected by immunisation at inf 
clinics. Then comes a gap of several years, co} 
ing what is known as the ‘‘ pre-school age ”’ fi 
2 to 6 or 7 years. Any health services renderec 


_ this vitally important group are merely incider 


to some other service—education, or social welts 
When the child enters school, provided he i 
European (school medical services for non-K 
peans are practically non-existent), he comes tk 
retically under the care of the school medi 
services. ‘These are under the control of an aut 
rity which has no link with that which provi 
maternity and infant welfare services. He may 
inspected two or three times during his school — 
and.sundry health defects may be detected; 
there is no guarantee that these will be remedi 
because, again, the appropriate services are un 



















o be provided by 

36. After he leaves the primary school— 
school medical services do not extend to — 
secondary schools—a youth is never again exami 
from the viewpoint of assessing his health 
opposed to diagnosing ill health so severe tha 
drives him to a doctor) unless and until he— — 


enters a trade school or becomes a regist 
apprentice : : Ae 


or enters certain of the universities; 


or applies to enter the publie service 
Defence Force; 


or (Natives only) is recruited for labour on 
mines ; é P 


or makes a proposal for life insurance; 


or enters prison under a hard-labour sente 
On each such occasion he is examined once, 
once only, mainly with a view to deter 
whether he is likely to break down or die pr 
turely. The examination is often somewha 
functory. Minor defects, especially of nutriti 
state, are frequently missed or glossed over if 
immediately important. Rejected candidates 
not automatically referred to the remedial ser 


37. On the foregoing occasions he will 

. . . ag 
examined under the auspices of a service quite 
connected with the school medical services. — 


once passes the test, his subsequent health, ey 







reaks down, is of no interest to the service 
sh passed him, with the exception of the health 
vices established by the mines for Native labour- 
rs. This exception is the sole instance in which 
he initially examining authority (the mining em- 
ployer) is also responsible for providing curative 
ervices for the candidates which it accepts. 


38. The pitiful inadequacy of the personal pre- 
yentive health services may best be appreciated by 
, consideration of the amount expended upon them. 
These, which should form the very foundation of 
ny system of health services organized in accord- 
ce with the modern conception of health, account 
or only £128,000 per annum in a total of over 
14 millions spent on all the personal health ser- 
ices combined—less than 1 per cent. 


39. Extra-institutional personal curative services 
re those provided by private medical practitioners, 
lentists, nurses and chemists; and paid for, in the 
main, by the general public without any assistance 
rom public funds. The State and voluntary 
rganizations, including missions, out of charity 
rovide very limited services for some sections of 
he population who cannot themselves afford them; 
nd certain employers, out of wisdom or economic 
elf-interest, assist in making provision for their 
mployees. Of the total expenditure on this group 
f services £6,660,000 annually (plus minus 84 per 
ent.) 1s by the general public, £792,000 (plus 
4inus 11 per cent.) by public authorities, and 
444,000 (plus minus 5 per cent.) by employers. 


40. The most striking feature in regard to this}! 


roup of services is their maldistribution. 
hey are distributed not according to needs but 
ecording to the means of those who require them. 

‘his is seen most clearly from the statistics relat- 

1g to the distribution of general practitioners and 

entists. Apart from purely territorial distribu- 

on, it is well known that in the large cities, 

espite the generous proportion of pro deo services 

sndered by many practitioners, the well-to-do are 

uch better served than the poor. Or again, in 

lany rural areas of mixed European and Native 

opulation there is often only one part-time district 

irgeon to meet the needs of the paupers as against 

vo or three practitioners (including the district 

irgeon himself in his free time) for the non- 

aupers, usually far fewer than the paupers. The | 
mclusion seems almost inescapable that in some 
reas at any rate, where the proportion of doctors 
) population is well over one per thousand, a good 
eal of ‘‘ doctoring ’’ is devoted to over-treatment 
E the wealthier sections of the community whilst 
1e poorer sections go in want of medical care. If 
ich be the case, it is not so much the fault of the 
octors as of the system under which they work. 

4 . 


41. Another grave defect is the lack of codrdina- 
on within this group of services. Except in the 
3 of specialists, and not always then—for most 
ecialists accept patients even if not sent to them 
7 general practitioners—a patient consulting a 
ctor for the first time rarely brings with him a 
ord of his personal medical history drawn up by 
is previous medical attendant(s). Owing to the 
igratory nature of no small proportion of the 
opulation and even of the doctors themselves, and 
le frequency with which many members of the 
blic change their doctor, sometimes during the 
urse of a single illness, this factor is of special 
portance in South Africa. 










2. Even where the services are maintained by 
blic authorities or voluntary organizations there 
the usual confusion, overlapping and incodrdina- 
m. The central Government has a share, the | 


sh works independently of the others. In one 
_the same town or district there may be several 


For jj/ 


vincial Administrations have a share, and here |, 
_ there the local authorities have a share; but |, 
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even in competition, whereas other districts are 
entirely neglected. State and philanthropic expen- 
diture on behalf of the underprivileged, meagre 
enough in any case, is thus rendered still less effec- 
tive through lack of central planning and rational 
distribution. . 


voluntary agencies working independently, perhaps 


43. Special. mention should be made of the utter. 


inadequacy of dental services. The amount of 
dental ill health revealed by the surveys made by 
the Dental Health Officer for the Union during the 
past three or four years, is appalling. 
sents a failure of the promotive health services 
relating to the nutrition of pregnant and nursing 
women and of infants, and to health education. 
But whatever is done to safeguard the oncoming 
generation, the present generation is in dire need 
of remedial dental services which, for the vast bulk 
of the population, are simply not available under 
present arrangements. Nor could they be made 
available without a very large increase of the 
number of dentists. | 


44. Institutional personal curative services are 
approaching adequacy as regards the provision of 
general hospital beds for EKuropeans; but there is 
increasing complaint as to the costs of hospital 
treatment from those sections of the population 
which must pay for themselves either in private 
nursing homes or in the paying wards of public 
hospitals. There are, however, considerable -defi- 
clencies in regard to mental diseases, chronic sick, 
convalescent, maternity, tuberculosis and ortho- 
paedic accommodation, with the result that many 
persons who should be receiving institutional care 
are being imperfectly cared for in their own homes. 


45. With regard to the non-Huropean sections of 
the -population institutional accommodation is 
utterly inadequate, and is unlikely. to be made 
adequate, as long as hospitals remain the responsi- 
bility of the Provinces, unless and until the vexed 
question of financial relationships between the 
central and the provincial Governments has under- 
gone revision, perhaps as radical as that which took 
place in 1925. Meantime, despite the protests of 
the missionary bodies at present assuming the main 
executive responsibility in all the rural areas and 
some of it even in urban areas, Native hospital 
needs go largely unsatisfied. 


46. An important defect of institutional services 
generally is that pertaining to’ the lack of ancillary 


services—laboratory, physiotherapeutic and, with — 


regard to staff rather than plant, radiological. In 
short, they are not as scientific as they should be, 
with resultant wasteful expenditure due to wrong 
diagnosis and ineffective treatment. 


47. A considerable portion of the expenditure on 
institutional services is met from public funds— 
53-9 per cent..as against 32°6 per cent. by the 
general public and 13-5 per cent by employers, im 
a total expenditure of £6,080,000 annually. 


48. Notwithstanding this fact, the services sup- 
plied from public funds are not themselves well 
coordinated. There is no national hospital autho- 
rity, despite the strong 19-year-old recommendation 
ot the Vos Report that there should be one. Indeed, 
although each group of hospitals is fairly well 
organized within itself, there is the usual multi- 
plicity of groupings and controls. Thus general 
hospitals are controlled by four sets of provincial 
hospital ordinances. But the ordinances do not 
apply to other hospitals at all. The central 
authority is in executive control of mental, leper, 
and most tuberculosis hospitals; and inspects mine 
hospitals, and except in Natal private nursing 
homes, and most mission hospitals. - The local 
authorities provide infectious diseases hospitals— 
notwithstanding a strong recommendation of the 
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Influenza Epidemic Commission of 25 years ago (see 
paragraph 465 of the Vos Report) against separate 
institutions for this purpose—under the aegis not of 
the Provinces but of the central health authority. 


49. This almost monotonous repetition of the 
story of divided and uncoérdinated control in 
every branch of health services in the country, 
fully justifies the apothegm from the lips of the 
chosen leader of the medical profession, the Presi- 
dent of the Medical Association, at the present 
‘‘ crazy patchwork ’’ of public medical services, 
determined not by scientific principles but by the 
accidents of constitutional development in South 
Africa. 


50. Rehabilitative health services are difficult to 
separate from general rehabilitative services; but 
it is clear that they are still markedly under- 
developed, and that this fact renders socially and 


economically ineffective much of the excellent 
purely curative work carried out in_ hospitals. 
Here again, closer codrdination between the 
several public authorities engaged in various 
aspects of rehabilitative services is an urgent 
necessity. 


We thus see— 

(i) that while there are in the Union several 
effective components of a comprehensive system 
of health services, there are others which are 
comparatively ineffective and many which are 
conspicuous by their absence; 

(ii) that there is a serious lack of coérdina- 
tion, unification and_ effective direction of 
health services considered as whole, due 
partly to the multiplicity and confusion of 
authorities, and partly to the absence of reliable 
vital statistics which are the only true determi- 
nant of policy in public health administration; 

(aii) That owing to lack of resources some of 
the public health authorities cannot adequately 
discharge the duties laid upon them by the legis- 
lature; and that the central health authority 
itself does not receive sufficient funds to enable 
it to discharge fully the functions assigned to it 
by the Act which it is attempting to administer ; 

(iv) That poverty prevents the vast majority 
of the people of South Africa from obtaining 
medical services; and that this state of affairs is 
accentuated by ignorance of the laws of health, 
and of the way to utilise even those services 
which are available; and 


(v) That in addition to the above factors which 
limit the development of national health services 
commensurate with national needs, there is, 
above all, the non-availability of sufficient 
technical personnel. 


a 


d1. As a general conclusion, the most forceful 
summary of this survey of the nation’s health 
services may be given in the form of forthright 
answers to our main terms of. reference, as fol- 
lows :— 


The services are NOT ‘‘ organized on a 
national basis ’’—they are disjointed and hap- 
hazard, provincial and_ parochial. 

The services are NOT “in conformity with 
the modern conception of ‘ Health ’ ’’—for they 
are mainly directed not to the promotion and 
safeguarding of health, but to the cure of ill 
health. 


The services are NOT *‘ available to all sections 
of the people of the Union of South Africa ’?— 
they are distributed mainly among the wealthier 
sections who, on account of the economic poten- 
tialities should need them least; and are but 
poorly supplied to the under-privileged sections 
who require them most. 





Moreover, existing ‘‘ administrative, legisla- 
tive and financial measures ’’ are NOT adequate 





tu provide, by any mere process of eXpansion, a 

national health service of the range and quality — 
demanded by our terms of reference. : 
52. This chapter would be incomplete without a_ 
reference to the universal dissatistaction with, and — 
burning desire for reform of the existing order, 
which was borne in upon our minds during the- 
months spent in gathering evidence tor the survey 
here presented. ‘lhe position in many parts of the 
country was portrayed in the striking phrase used 
in evidence at Graatt-Reinet concerning conditions — 
at New Bethesda, ‘‘ Hulle word siek, hulle gaan 
dood, en hulle word maar net begrawe’”’.. ‘I'his 

dissatisfaction and this desire were most poignant 
amongst under-privileged groups not able to under- 


stand all the factors responsible for their distresses, 


still less to formulate a remedy; but it was no less” 
sincerely shown by more privileged groups, par- 
ticularly the medical and other proiessions and 
many employers of labour, well able to estimate 
and analyse those factors, and to suggest ways by 
which they might be overcome. ‘The dire need of 
the former groups and the liberal views of the 
latter, together demand the reform of a situation 


_that is fast becoming intolerable to feeling and 


thinking people. 


Inspired by the knowledge that 
so strong a stirring in the national consciousness 
must in the end be satisfied, the Commission, 
having completed its task of survey and appraisal, 
now turns with confidence and hope to the still 
more formidable task of creation and reconstruc- 
tion. . 


PART III. 





Planning for a National Health Service. 


(Fundamental Issues) 


CHAPTER XX. 





SHOULD THERE BE A NATIONAL HEALTH 
SERVICE? 


1. This question must be decided before the 
Commission 1s justified in proceeding to the con- 
sideration of the scope, type, and organization of 
the National Health Service, which it has been 
called upon to advise the Government to establish. 
It is first necessary to indicate what is meant b 
a national health service and we can find no bette 
definition than that given by the first of our majo 
terms of reference: ‘‘ an organized National 
Health Service in conformity with the modern con- 
ception of ‘ Health’ which will ensure adequate 
medical, dental, nursing and hospital services 
all sections of the people of the Union of Sout 


b) 


Africa ’’. , 



















2. In order to arrive at a conclusion in regar 
to this important issue it is essential to conside 
not only the result of our ‘* enquiry into”’ th 
present state of affairs, but also the profound impli 
cations involved in the establishment of such — 
service. 


3. An aftirmative answer to the question whethe1 
a service so comprehensive should be established 
carries with it far-reaching administrative, consti 
tutional, financial, and socio-economic implicatio 
The answer should be in the affirmative only if 1 
can be demonstrated that the existing healt! 
services have hitherto failed to provide adequatel) 
for the health needs of the people; that they ar 
not likely to do so by a process of mere expansio1 
of their several component parts, and that a sin 
organized national health service can be devises 
which can make adequate provision, 
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4, The survey chapters of this Report are a 
picture of existing health needs and existing health 
services in the Union as we have seen them. There 
ean be no contradiction of the general finding in 
Chapter 19 and the summary with which it con- 
cludes, that, excellent as some parts of them 
undoubtedly are, the health services of the Union, 
taken as a whole, have hitherto failed to provide 
adequately for the health needs of the people. 


_ 6. It is the considered view of the Commission 
that, whether the present total expenditure on 
health services be adequate or not, the fundamental 
bar to effectiveness is a lack of unified direction and 
control of these services which are at present 
operated independently or semi-independently by 
several Central Government Departments, by four 
Provincial Administrations, and by numerous local 
authorities and voluntary organizations. 


~ 6. That being so it appears to us that there is 
only one authority which can ‘provide unified direc- 
fion and control of all health services within the 


sountry and that is the Government, which is the: 


administrative body elected by the whole com- 
munity. Moreover, if the services are to be in 


conformity with the modern conception of health » 


umd are to meet the needs of all sections of the 
oommunity, their range and magnitude will be 
uch that no authority less than the Central 
uthority itself will have at its command financial 
‘esources adequate for the establishment and main- 
enance of such services. 


7. The present arrangement whereby medical 
ervices are purchased as a commodity by those who 
equire them, as they require them, is satisfactory 
nly to that very small percentage (probably not 
nore than 10 per cent.) of the community which 
an afford to meet the cost of its own needs. The 
emainder all require assistance in one form or 
mother. It is beyond the powers of private philan- 
hropy to furnish this assistance on anything like 
n adequate scale. There remains only the State, 
nd, if the State fails to furnish assistance, the 
ational health will continue to suffer. 
‘tate does undertake to furnish it to the 90 per cent. 
r more who require it, then a national health 
ervice in one form or another is inevitable. 


8. Apart from the general argument, which is 
ipplicable to any country, that health services 
equire unified control, there is for this a special 
eason in the Union of South Africa; that reason 
eing that the Union’s resources both of health 
yersonnel and of funds are limited. They would 
ye more effectively utilised through planning and 
lirection on a national basis than if dispersed over 
everal uncodrdinated services, as they are today. 


9. The evidence tendered to us makes it perfectly | 


lear that the great bulk of public opinion through- 
ut the Union is genuinely alarmed at the high 
ncidence of malnutrition and disease, intensely 
lissatisfied with the present lack of order and 
dequacy in our health and medical services, and 
eenly desirous that a national health service 
hould be established. It is prepared to accept 
ar-reaching administrative, legislative, and finan- 
ial changes which might be necessary to bring 
uch a service into existence. 


10. The views thus firmly and widely held are 
ased upon a growing recognition of the funda- 
nental importance of health to the economic and 
ocial wellbeing of the Union. It is realised that 
here can be no social contentment or happiness 
rithout health. From. the economic point of view, 
ll health means on the one hand a diminution of 
ational assets due to decreased productive capacity 
d on the other hand an increase of national 
bilities through increased expenditure on 
tive health services. In the language of the 
Interim Report of the Agricultural and 







If the ~ 


101 


PE x ie 


Industrial Requirements Commission, “‘ there is 
a production problem to be solved before the Union 
can attain true prosperity or embark upon full 
schemes for social security’. Health is one of 
the most important factors in maintaining a high 
level of production, and consequently health 
services are not a luxury but are as essential as 
capital, labour or any other factor. 


11. The exact nature of the administrative and 
legislative changes required will depend upon the 
detailed plans for the service. Full discussion of 
these must, therefore, be deferred until details of 
the scope, type and organization of the service 
have been defined, a theme expanded in succeeding 
chapters. As has already been hinted, some of our 
proposals will entail major changes in health 
administration, and even involve amendment of 
the Constitution. 


12. Doubtless there will be some who will oppose 
the establishment of a national health service if 
this cannot be achieved without such far-reaching 
reforms. The constitutional issue will be more 
fully discussed in a later chapter; at this point 
we merely desire to record the view that in the 
last analysis the Constitution expresses the will 
of the people as to how they should be governed. 
The Constitution should not be tampered with 
lightly; but, if the people demand an effective 
service, and if the present constitutional position 
is such as to hamper and embarrass the efficient 
working of the service, then such service should 
be established even at the cost of constitutional 
change. In short, however far-reaching the 
administrative and constitutional implications 
may be, if it is the will of the people that there 
should be a national health service, such implica- 
tions should not be regarded as an argument 
against its establishment. 


13. There are but two ways by which we can 
avoid the necessity for a State-financed national 
health service. One involves such a revolution in 
our economic system that all sections of the com- 
munity would receive a living wage adequate to 
enable them to provide for their health require- 
ments by means of insurance contributions. Owing 
to the expense of modern diagnostic and_ther- 
apeutic methods some system of insurance would 
be a necessity, even if a living wage were paid to 
all; this is shown by the evidence as to the hard- 
ship suffered by the middle-class citizen upon the 
occurrence of any prolonged illness or the need 
for a major operation. We see no hope in the 
near future of the coming of such a revolution in 


our national economic life as would render 
national health insurance a possibility. 
14. Moreover, the conception has arisen in 


modern times that it is not enough to wait for 


_f the onset of ill health and then attempt its allevia- 
“tion or cure, but that actually disease must be 


prevented and health promoted. These concep- 
tions are impossible of fulfilment either by the 
present system of private practice or by a national 
health insurance scheme. 


15. The other way of avoiding the creation of a 
national health service is to continue with 
‘““ laissez faire ’’ methods, and to abandon to their 
fate those who, neither individually nor by co- 
6peration, can afford to purchase medical care for 
themselves and their dependants, construing their 
helplessness as proof of unfitness to survive. Even 
if we ignore the dictates of humanity, political and 
economic wisdom would denounce such a course as 
the extreme of folly. cs 


16. In all civilized states today 
is becoming crystallized that— wk 
(i) health is a citizen right which’ it/ is the 


the conviction 
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“service. 


dignity. 


proper function of the State to promote and 
protect; 
(ii) the health of its citizens is an important 
factor in the productive capacity upon which the 
prosperity of the State depends, and in the 
social contentment upon which its stability 

rests. . 

This conception, thoroughly in accord with the 
whole trend’ of modern philosophy and statecraft, 
must be considered as a strong point in favour of 
a national health service; indeed, a national 
héalth service is the almost inevitable outcome of 
the acceptance by the State of these propositions. 


17. Under a national health service the indivi- 
dual citizen will be relieved of direct financial 
responsibility for health and medical services 
rendered to himself and his dependants, in the 
same way as he is relieved of direct financial 
responsibility for the primary education of his 
children. He will, of course, contribute 
indirectly by way of, taxation to the costs, but he 
will now contribute according to his means while 
he benefits according to his needs. All groups, 
even the wealthiest, would be free from the fear 
of having at any time to meet heavy, perhaps 
-erippling, charges for medical care. This seems 


“to us to be a strong argument in favour of the 


establishment of a national health service. 


18. According to modern standards there is i 
the Union a shortage of medical personnel of all 
types. This shortage, however, is not so great as 
might at first sight appear. We have shown, in a 
previous chapter the maldistribution which occurs 
in this type. of personnel. Redistribution, under 
4 national health service, of medical personnel 
-would go far to eliminate wastage, though there 
would still be an absolute shortage. Some areas 
would ha've less, others greater medical facilities 
than. they have at present but, at any rate, the 
hardship would be evenly shared. The provision 


‘of personnel and services would not be conditioned 


by the economic laws of supply and demand, but 
by the needs of the people. Thus the rationalisa- 
tion of health. services which a national health 
service alone could bring about, would be a potent 
argument for its establishment. 


19. There would of course be no compulsion upon 
medical practitioners to enter a national health 
service. Private practice would continue just as 
private schools continue, in spite, of free education. 
Conditions of medical practice will not have to 
be radically’ altered for the great majority of 
practitioners serving under a national health 
This is not the place to discuss the con- 
flicting opinions of doctors themselves in regard 
to such a service. Neither the profession nor the 
public can be expected to express a final opinion 
until all the conditions have been laid down. 
There is no inherent reason why conditions should 
not be such as to enable medical men to participate 
with as much advantage to their own honour and 
as under present-day conditions of com- 
petitive practice, and, with advantage to the 
nation’s health. There are many within the 
profession who believe, as we do, that the advan- 





‘tage would be much greater in both regards. There | 


is no doubt, however, that before members of the 
medical profession will willingly enter the service, 
satisfactory guarantees will be required as to the 
-relationship between pure administration and the 
technical execution of medical services, and also 


_ that as far as possible the relations between doctor 


sand: patient will remain unchanged. We see no 
reason why such guarantees should not be devised 
and given. 


20. Admittedly, there would need to be-an 
expansion of. services, and the financial require- 
ments of a national health service would increase 
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would tend to decline, 


inental health services as traditionally carried 
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\the Provinces and the central Government), 

















Eventually, , however, the. budge 
as the heaviest commit 
ments would relate to curative services, the exten: 
of which would diminish as the preventive 
services became more and more effective. 


accordingly. 


21. From the considerations advanced in thi 
foregoing paragraphs it appears to us that 
national health service has become inevitable 
unless the whole trend of public and professiona 
opinion in regard to health needs is. reverse 





accordingly WE RECOMMEND THAT A 
NATIONAL HEALTH SERVICE BE ESTAB 
LISHED. . 

€ CHAPTER XXII. . 

THE SCOPE OF THE NATIONAL HEAL cE 


SERVICK. ) 

lL. The first of the major terms of reference 9 
the Commission reads :— . 
‘©The provision of an organized Nation® 
Health Service in conformity. with the moder 
conception of ‘ Health’, which will ensut 
adequate medical, dental, nursing and hospita 
services for all sections of the people of th 
Union of South Africa.” a 
The scope of any Service is determined by 1 
objectives. The objectives of a national healt 
service, planned in accordance with the mode 
conception of health, are as stated in Chapter 


(i) The promotion of health ; 
(ii) The prevention of ill health; 
(iii) The cure or alleviation of ‘disease 
injury ; . 
(iv) The reh 


: 


abilitation of the disabled. 









































2. The objectives, like the services designed 7 
achieve them, overlap and merge into each othe 
Time and again it was emphasized im evident 
before us by keen students of social and healt 
conditions, that. the prevention and, in some Case 
even the cure of ill health is not merely a matt 
of ‘‘ doctoring ’, using that word to idica 
medical, dental, nursing and hospital treatme 
It was insisted that no improvement in the 
of national health would. be possible with 
State intervention in such matters as nutrity 
housing, environmental services, health educati 
etc., because good health is the product of all 
factors, and because the promotion and sai 
guarding of health in the world of today requil 
services, many of which are not health services 
the narrow sense of the word. P 

3. In the past it has been customary to reg 
preventive health services as, in the main, envir 
mental sanitation and the control of infect 
disease. This is the standpoimt, of the ‘pre 
Public Health Act. Not until 1940 was the 
amended to recognise the importance of nutri 
in the health of the people. In our definition: 
» national health service we visualise that 
greater role would be assigned to promotive 
preventive health services. We regard them 
being much wider in their range than envi 

= 7 
by local authorities. They embrace’ serv 
designed to raise wage levels (a function of 
Wage Board under the Department of Labor 
to increase the production and availabilty o : 
stufis (functions of agriculture and. ma 
under the: Department of Agriculture); the 
sidisation of nutrition (under the Departmer 
Social Welfare); health education and enl 


‘ment (functions of the Education Department 


a 


ithe promotion of industrial hygiene and wel 
‘(functions under the Department of Labour). 





4. It will thus be seen that these promotive and 
reventive health services are divided between 
everal authorities and that modern health services 
re concerned with almost every activity of the 
tate. Ii behoves us, therefore, in defining the 
cope of the future National Health Service, to 
ndicate the extent to which it shall itself under- 


ake executive responsibility. Some witnesses 
rere tempted to recommend that the National 
lealth Service should itself become directly 
esponsible for the entire range of services 


ecessary to achieve health for all. This if taken 
9 its logical conclusion, would mean that all 
nc1al and a number of other services would have 


) come under the National Health Service. We | 


o not agree with such a view. Obviously, a line 
lust be drawn somewhere, and the line, drawn 
etween personal and non-personal health services, 
; indicated in our plan, is regarded as the most 
gical. On the one side of that line are placed 
ll those services which deal with persons and 
emand technical medical personnel for their 
secution. In regard to these the Natjonal Health 
eryice will itself be directly executive, and will 
pent full administrative and financial responsi- 
lity. 


5. On the other side of the line are placed all 
lose services which deal with things and, impor- 
mt as they are for health, nevertheless require 
r their execution technical personnel other than 


edical: civil engineers (sanitation), architects 
lousing and planning), educationalists (health 
lucation), agriculturists and chemists (food 


roduction and processing), and sociologists, etc. 
1 regard to these, the National Health Service, 
though not directly executive, will nevertheless 
ave important functions, as described hereunder. 


6. The scope of the future National Health 
arvice may. now be described in greater detail 
ider the following ‘headings : — 


(a) STATISTICAL AND PLANNING. 


It would collect, analyse and publish regularly 
easily intelligible form, statistics relating to 
e health of the nation. The national health 
icy would be planned in accordance with the 
sults and tendencies revealed by such statistics, 


(b) RESEARCH. | 


Jt would be the duty of the National Health 
rvice itself to initiate and carry out research in 
multitude of directions. In its hospitals, general 
id special, in its institutes and at its Health 
antres, clinical and statistical research would be 
mtinuous. Problems of housing, sanitation, 
itrition and the like would be investigated. At 
e same time it would encourage and coérdinate 
ivate enterprise in the sphere of research—the 
forts of industrial concerns to. solve problems 
fectine themselves, the urge of the individual 
vestigator to arrive at truth for its own sake, and 
ly similar activities. Thus the National Health 
tvice would be directly or indirectly interested in 
iy problem concerned with the health of the 
sople which might form the subject of research. 
might join with other departments of State or 
ivate organizations or industries in the forma- 
om of ‘ad hoc’ research institutes and boards, 
ter the example of the South African Institute 
r Medical Research, which is the joint respousi- 
lity of the Government and the mining industry. 





—— 


7 (c) ADVISORY. 

The National Health Service would act in an 
lyisory capacity in connection with standards of 
itrition, housing, environmental hygiene, health 
lucation, etc. Such standards would be based 
pon coiperative research into local conditions, 
seds and resources, in collaboration with techni- 


Ci 


ans from other spheres. 






-and administrative. 
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The following are examples. of some of these 
functions :— 

GQ) In collaboration with the Departments of 
Labour and Social Welfare, it will indicate a 
minunum living wage compatible with the main- 
tenance of health. This would be a guide -to 
the Wage Board, and to local authorities fixing 
rents for houses built by them. 

(ii) It will lay down dietary standards, in 
accordance with physiological needs and race 
habits. These would serve as the basis for food 
production schemes of Government Departments. 


(ii) It will provide the health education 
authorities — provincial and. national — with 
material for health education. 


(iv) It will advise the Department of Labour 
on questions relating to industrial fatigue, 
industrial disease, and so forth. 

(d) Epucartonan. 

The National Health Service would keep itself 
thoroughly up-to-date in all branches of health 
and hygiene through a_ first-class library, and 
through constant touch with developments ‘not 
only in South Africa but throughout the world, 
The information thus gathered would be: made 
available freely and easily to peripheral health 
authorities (provincial, regional and local). This 
would be accomplished through a Headquarters 
Inspectorate, through regular issues of technical 
bulletins, and by means of special advice in 
respouse to specific enquiries. 

(e) INSPECTORAL. 


There would be established the closest liaison 
between the National Health authority and those 
authorities who are to be responsible for non- 
personal health services. ‘The National Health 
Service, through the technical personnel of its 
regional organization, will make available to these 
authorities expert advice and guidance in con- 


nectio.1 with such services. 


Should the authorities directly responsible for 
their execution fail to respond to the advice from 
the National Health authority, then the latter 
would itself become directly executive in regard to 
these non-personal health services. 

(f) ADMINISTRATIVE AND EXECUTIVE. 

In respect of all personal health services, the 
National Health Service would itself be executive 
As these are services employ- 
ing medical, dental and nursing personnel, they 
are a sphere in which the Health Service must 
necessarily become executive. As has _ been 
emphasized in the preliminary comments in this 
Chapter, under existing conditions these services 
are divided amongst a welter of voluntary organi- 
zations and public authorities—central, -provincial 
and local. General hospitals are under the control 
of the Provincial Administrations; infectious 
diseases and tuberculosis hospitals are under local 
authorities or central Government; whilst clinics 
are conducted by the central Government, the 
Provincial Administrations and local authorities. 
These services must be unified into a single service 
and they ought never to have been divided. 


7. We must remember that the personal health 
services at present maintained by even the largest 
and most progressive local authorities represent. a 
mere fraction of their sum total and that personal 
health services embrace a much wider range than 
the preventive health services traditionally .carried 
out by local authorities. Even. ' 
health services at present maintained by local 
authorities, the health officials, generally speaking, 
become executive only in respect of personal health 
services—maternity and child welfare, infectious 
diseases, etc.: the actual carrying out of non- 
personal health services—water supply, refuse 
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removal, building inspection—generally being 
undertaken by the town engineer’s department. 
The Medical Officer of Health and the Town 
Engineer may collaborate, but each reports 
separately to the Council, composed of laymen, 
who determine policy, just as heads of central 
Government departments report independently to 
a Cabinet composed of laymen. ; 


8. The following are examples of the anticipated 
collaboration between the central Health authority 
administering the personal health services, and the 
authorities responsible for non-personal health 
services. Personal health services being freely 
available at Health Centres to local authorities, 
the latter can, for example, send _ suspected 
‘‘ carriers ’’ or dairy personnel to the nearest 
Health Centre for examination and report, just 
as today it sends blood’ for a ‘‘ Widal’’ or 
‘‘Wassermann’”’ reaction to a Government 
laboratory and acts on the report. Such reports 
from a Health Centre would form the basis of the 
local authority’s actions. 


9. Similarly, persons known to have been in 
contact with infection would be reported imme- 
diately to the nearest Health Centre, and a 
medical officer or nurse would go to the home and 
decide on the spot on the further procedure to be 
adopted. There would be no arguments under this 
scheme as to which local authority or’ which 
department should assume the financial respons- 
ibility. The National Health Service would 
undertake full responsibility for vaccinating or 
immunising contacts, and isolating and treating 
cases. 


10. Objections might be raised to the division 
indicated in this plan between non-personal health 
services to be carried out by provincial and local 
authorities, and personal to be carried out by the 
national authority; but there are many valid 
reasons for drawing such a*line of demarcation. 
Non-personal health services represent a com- 
munity effort on the part of the citizens within a 
certain area to obtain for themselves certain 
amenities, partly concerned with convenience and 
comfort, and partly with health. For these 
amenities the community will, in the nature of 
things, continue to pay both as regards capital 
expenditure and maintenance. 


It will be an inspectoral function of the 
National Health Service to make sure that nothing 
is done or omitted by a community to endanger the 
public health; and where it is endangered, and the 
finances of the community are insufficient to deal 
with the situation, it will be for the higher 
authority to assist. But to talk of unification of 
all health services under a single administrative 
control, whether central, provincial or local, is 
merely doctrinaire. 


11. All social services, including those dis- 
cussed, and many others besides, should indeed be 
untfied, not in their administration but in the 
sense of having a common objective—namely, the 
health and welfare of the people. Here the 
National Health Service has undoubtedly a vital 
role to fill. It should be in a position to supply 
any department of State with authoritative 
guidance on the health aspect of the department’s 
activities, with authoritative recognized standards 
of requirements, and, in some cases, with a 
critical appraisal of the results achieved. The 

statistical ‘research, advisory and _ inspectoral 
functions of the National Health Service as 
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described in this Chapter imdicate the means bj 
which that role could be fulfilled. It is considere¢ 
that this is a better line to follow than to load the 
National Health Service with executive respons 
ibility for services involving- techniques— 
agricultural, educational, sociological, ete.— 
distinct from that of medicine. . 


12. Before concluding it should be pointed ow 
that alternative plans submitted to us alse 
visualise dividing lines between executive 
responsibility for personal and non-personal healt 
services with this difference—that the line of 
demarcation is not vertical but rather oblique, 
They indicate that small local authorities woule 
have responsibility only for environmental service 
within their areas, whilst in the same areas th 
regional authority would undertake persona 
health services. If, therefore, for ‘‘ small loca 
authorities ’’ we substitute ‘‘ all local authorities ~ 
and for the ‘‘ regional authority ’’ we substitute 
the ‘‘ National Health Service ’’, we arrive at the 
same concept with regard to scope as describet 
in this Chapter. If, as some witnesses claimed, 
personal and non-personal health services are 
indivisible, then surely it is at the periphery the 
there exists the strongest case for not dividing 
them. If they can be divided there, they can be 
divided anywhere. The . advantages of the 
arrangement here described will be dealt with mo 
fully in the subsequent chapters. The advantag 
of the demarcation of executive spheres here 
recommended, in avoiding immediate disturban 
of the present system of local government, will 
become increasingly apparent in later chapters. 


13. As the National Health Service will be the 
sole executive authority, the following advantages 
will accrue : — 


7 


(i) The much more effective use of the avail- 
able resources of medical, dental, nursing ané 
other auxiliary personnel; — 


' (ii) the compilation of complete records 
relating to the health and ill health of indivi 
duals and communities, which would furnish 
the proper basis for planning for the future; 


(iii) the full codrdination of all measures foi 
the prevention and cure of ill health, withou 
conflict, or overlapping of responsibility. 


The diagram (page 105) shows in the serie 
A-B-C-D the grouping of services in accordane 
with the modern conception of ‘ Health’ ; 
expounded in Chapter 3 of the Report. It will b 
noted that where the National Health Service is ne 
itself executive, it is advisory and inspectoral i 
function and under prescribed conditions, coercive 


It will be noted also that this diagram present 
a conception of health services quite different. fro 
the conception of ‘* Public Health ’’ which domit 
ates the present Public Health Act. According 1 
that Act, ‘public health’ in practice meat 
simply— . 

(1) The control of Non-Personal Health Service: 


(2) A very -small part of Personal Preventi 
Health Services (namely, ante-natal an 
infant welfare, clinics, immunisation); an¢ 


(3) A few personal Curative Services (treatmer 
of infectious persons for as long as they wel 
infectious). 


This nineteenth century conception is indicate 
by the dotted line which so plainly cuts across th 
modern groupings. ic 
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‘the medical expenses of all health 
‘society or sick fund ona grand scale. 


CHAPTER XXIT. 
CHAPTER XLGEI, 





THE TYPE OF NATIONAL HEALTH 
SERVICE. . 


1. In the evidence placed before us there was 
almost universal agreement as to the necessity for 
a national health service supplying health services 
to all sections of the people according to their 
needs, and supported financially from the resources 
of the national exchequer, to replace the present 
multiplicity of agencies supplying services mainly 
E ai oe to the individual’s means. 


From this there naturally followed a general 
deve teen of the necessity for a complete reorganl- 
zation and rationalisation on a national basis, of 
the present confused complex of health services. 
From this point agreement ceased. Widely diver- 
gent views were expressed as to the constitution of 


the authority or authorities which should control . 


the National Health Service. Before proceeding 
to a consideration of the various types of national 
health authority advocated in evidence we wish to 
place on record our appreciation of the thought, 
energy, time and money spent in the compilation 
and presentation, often in the form of exhaustive 
printed or typed memoranda, of schemes for a 
national health service, and our gratitude to wit- 
nesses, particularly to spokesmen of public authori- 
ties, of professional bodies. and of voluntary 
organizations interested in health matters, who 
spent many hours under cross-examination. 


3. In the very nature of the case, it has been 
impossible to accept or to reconcile all the divergent 
views placed before us on this fundamental issue. 
Our conclusions have been arrived at after having 
listened for days at a time to forceful, clear, and 
informed argument in favour of each of the con- 
tending views, all of which has been recorded and 
carefully weighed. 


4. The types of National Health Authority advo- . 


cated before us may be placed in four categories. 


It should be understood that the short titles given ~. 


to them have been affixed by the Commission simply 
for convenience of reference, and were not chosen 
for them by their yy: exponents. The four 
types are:— 
The ‘‘ Insurance *’ type—National Health In- 
surance Scheme. 
The ‘‘ Technocratie ’ 
poration. 


type—A Health Cor- 


The ‘‘ Bureaucratic ’? type—A State Depart- — 


ment of Health, 

The ‘** Democratic ’ 

Soviet Plan, 

‘“ INSURANCE ’’ TYPE. 

5. In addition to perusal of the Report of the 
Dep>rtmental Committee of Enguiry into National 
Health Insurance (U.G. 41/1936), to which .our 
attention was specifically directed by our terms of 
reference, we had the great advantage of a full and 
personal discussion with Mr. J. Collie, O.B.E. (the 
Chairman of that Committee), on the special diffi- 
culties and problems of a national health insurance 
scheme in South Africa. This does not mean that 
Mr. Collie necessdrily concurs in the views about 
to be expressed. 


6. Despite its title, national health insurance 
ae from the provision of sick pay, funeral 
benefits, etc.) is only a scheme for insuring against 
a friendly 
It has the 
advantage—from the point of view of those con- 
servativ ely minded regarding State expenditure on 
social services—that the cost is met mainly by 
direct levy upon those (employees) who benefit from 
it, and upon those (employers) who benefit from 





type—Following the 


administrative reorganization of health services 
implied. 


‘this case doctors, 


politicians or bureaucrats, but be given a free hance 
_ to carry on the service in ‘accordance with the lates 
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the insured’s work, with the State contributing 
only a fraction. Thus, the Collie Report planned 
to provide national health insurance for 1-87 
million persons (insured persons with their depen- 
dants) at an annual cost of :— 


£1°89 millions paid by employees. 
£2:66 millions paid by employers. 
£0-78 millions paid by the State. 


7. National health insurance does not sisalh pro- 
vide medical services, i.e., it does not organize, but 
merely pays for them, ‘making use of existing 
services—general practitioners, specialists, hospi- 
tals, etc. (In Britain, national health insurance 
as such has never yet built a hospital or clinic, or 
engaged a full-time medical officer for actual 
clinical work.) Thus national health insurance 
preserves the ‘‘ free choice of doctor ’’ principle 
within the limits of the panel system~ - ‘ 


8. The defects of national health insurance 
schemes are obvious even to those who sponsor them 
as being at least better than no scheme at all. The 
Collie Report recognised that int the Union less 
than 20 per cent. of the total population could be 
covered by any practicable national health insur- 


- ance scheme, and that of the remaining 80 per cent. 


very few were rich enough to provide medical 
services for themselves. For this large fraction of 
the population there would thus be required an 
out-and-out State medical service, or at least very 
generous State aid to voluntary services. Recognis- 
ing this fact, the Collie Report made definite 
recommendations accordingly. 


9. Moreover, national health insurance schemes 
deal only with the cure of disease. They are thus 


_ divorced from the public health services which 


continue to be provided and administered quite 
independently by local and national authorities. 


10. Nevertheless, and although in fact the 
recommendations of the Collie Committee have not 
been implemented by the Government, the pfesent 
Commission has derived invaluable information 
from their report, particularly on account of its 
contribution of definite facts and figures in regard 
to the urban insurable population and its well- 


-reasoned plans for extension of the rural health 


services already undertaken by the State. It is 
a significant indication of the change of outlook 
since 1986, when the recommendations of the 
Collie Report were rejected, and. yet six years later 
this Commission with its wide terms of reference 


was appointed by the Government in 1942. 
‘« TECHNOCRATIC ”’? TYPE. i 
11. In this, as in the two succeeding types, 


finance is provided entirely by the State, and a 


complete range of preventive and curative health 


services is available free to all citizens. A complete 
















12. The rect idea is-teae le sedated experts (in 
dentists, nurses and auxiliary 
personnel) should not be. tr ammelled by either 


scientific ideas. . Promotion within this system 
by~ ‘‘ merit ’* as determined by the technocra 
themselves. In the more extreme forms suggeste 
to us, the employees of the Service band themselve 
together into a Corporation, and this Corporatio! 
through its executive, the Board of Governors, con 
trols both the administration and the conditions 
service. It is true that there is a Health Counce! 
which meets at infrequent intervals, but even here 
though the public is represented, the technical pe: 
sonnel holds a majority of votes. All real powe 
lies in the hands of the Board of Governors whic! 
is a body elected by the Corporation, i.e., the tech- 
nical staff. 





- To this Corporation the State hands over com- 
plete control of the health services of the country, 
‘though Parliamentary review of its activities is 
‘reluctantly conceded. Public’ opinion alone is 
relied upon to prevent abuse of monopolistic power. 


. In less extreme forms the Corporation idea is 
‘eliminated but there still remains control of all 
activities by the technicians who are in a majority 
on the governing body. 





_ 18. The Minister is responsible for the activities 
of a body which he has not appointed, and thus the 
democratic principle of ministerial responsibility 
for the activities of a department of State is aban- 
doned. In extreme forms even personnel is em- 
ployed not by the State but by the Corporation, 
though the State provides the funds. 


14, This-type of control is described fully in the 
memorandum presented to the Commission by the 
Medical Association of South Africa (B.M.A.). 
During the course of several days, representatives 
of the Association discussed and debated this 
scheme with the Commission. The main points in 
the Association’s scheme which were first put before 


the Commission in preliminary evidence soon after: 


it was gazetted and which were reiterated in the 
official memorandum above referred to, are as 
follows : — : 4 

(i) The need for drastic reform in the fields of 
nutrition, housing, rehabilitation and_ social 
security génerally ; 

(ii) The unification of control of all health 
activities ; 

(iii) The financing of a health service by the 
State ; 

(iv) The direct say in the organization and 
control by representatives of the medical and 
allied professions. 
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15. The first three of these requirements are 


dealt with and fully covered by the proposals in- 


the Commission’s report, provided always they are 
carried out with vigour and-enterprise. The fourth 
-prineiple as it stands and as it has been expounded 
im numerous articles and contributions to the 
medical press, indicates a confusion with regard to 
two- issies which must he considered separately. 
‘These are— 

(a) the control of policy and technical admini- 

stration in 2 national health service; and 


~  (b) the control of appointments and promo- 
_ tions of personnel. 


16. Most, if not all of the plans produted by the 
‘medical profession feature the following :— 

Both these controls are to be in the hands of one 
and the same body; this body is to contain 
‘nominees of the Government and/or high officials 
‘of various Departments of State, together with 
elected representatives of the medical and alhed 
professions. The constitution of the supreme body 
is to be so arranged that the representatives of 
the professions are in a majority, thus controlling 
not only policy, but ‘also appointments, salaries 
and promotions. ‘The supreme body, though its 
‘Chairman is the Minister of Health and it is sub- 
ject. to Parliamentary criticism, will be (more or 
less). semi-independent of the Parliament which 
-supphes its funds. 
as Min 3 


17. We must point out that such proposals are 
incompatible with the fundamental principles of 
democratic and’ parliamentary government, and 
ith the principles upon which the Public Service 
‘of the Union is based. The proposals are osten- 
sibly sapported by a comparison with the public 
itilities such as the Railways and the Electricity 
Supply Commission—a. comparison which is funda- 


lentally fallacious. 
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‘aking the last point first, institutions such as 


“the Railways and ESCOM are financially self- 


supporting, in no way dependent for their activi- 
ties upon appropriations from the general revenue; 
and. such autonomy as they possess is entirely 
dependent upon that fact. They earn their own 


revenue by trading with the public, and they can 


and do withhold services from those unable to pay 
for them (e.¢., a poor local authority wantine 
electricity from ESCOM). <A Health Corporation 
could not be in the same position. 


18. It should be noted, however, that hitherto 
no Corporation has dealt with so vital a commodity 
or service as health. The Corporations in existence 
concern themselves with commodities which can be 


bought by people according to their means (e.g. 


tion Board), etc. 


» Parliament: on 


electricity, 
Broadcasting 


(ESCOM), wireless, 


Corporation), 


(South African 
travel, (Transporta- 


19. Another criticism of the ad hoc corporation 
is that its services are divorced from the general 
administration of the country. This does not 
matter so much in regard to purely commercial 
commodities such as electricity, water, wireless, 
broadcasting, travel—but it would matter in re- 
gard to health services, which are so closely bound 
up with general administration. 


20. A national health service cannot trade in 
health and it will depend upon Parliamentary 
grants of many millions annually. Parliament 
could not possibly hand over the administration of 
such large amounts drawn from. the public 
exchequer, to any body not directly under Parlia- 
mentary control. Parliamentary control can be 
achieved only through ministerial responsibility to 
the one hand, and ministerial 
control of the service on the other. The concep- 
tion of a Corporation or Health Supply Commis- 
sion or Board run by the technical professions on 
an independent, or even semi-independent basis, 
is essentially undemocratic. 


21. Nor would the placing of the control of 


“national policy in the hands of the technical 


groups of‘ itself preclude the errors of the present 
system, nor necessarily guarantee the efficiency of 
the future service. in these days of specialism 
medical men themselves, even the ablest of them 
in a purely ‘professional sense, are not necessarily 
free from some form of bias. The tuberculosis 
expert, the venereologist, the gynecologist, the 
orthopaedic surgeon, the psychiatrist—each tends 
to regard his particular speciality as of predomin- 
ant importance. Even public health specialists 
are apt to belittle the urgent requirements for 
curative services and vice versa. 


22. A mere- conference or council on which there 


‘are representatives of these various interests, could 


never of itself determine scientifically the relative 


importance of the interests discussed. The most 
persuasive talker, or the strongest personality, 
might secure for his ‘particular interest an 


aémphasis out of proportion to its real importance. 


23. A fallacy which pervades much of what has 


been advanced on the question of the. control of 


a national health service, is that a professional 
qualification is of itself a guarantee of ability to 
guide or to pronounce judgment’ upon the 
planning of national health policy. 


24. A> distinction must be drawn between the 


formulation of modern health objectives, a» task - 


which might “be successfully undertaken by many 
enlightened lJaymen, and the devising of means 
by which those objectives are to be attained; and 


-.a similar’. distinction might be drawn between 


problems of: a clinical nature and problems of 
administration... Members’ of the medical and 
allied professions have made splendid contributions 
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in administrative spheres during the present war. 
Nevertheless, a doctor in his capacity as a 
clinician may be a leader of his profession, but 
unless he has systematic training and experience 
in health administration, he may completely fail 
if called upon to direct broad policies. In health 
many factors—economic, sociological, geographi- 
cal, demographic and so forth—require to be taken 
into account as well as the purely medical. Special 
training and experience, additional to that 
acquired in the course of ordinary medical training 
and practice, are required for the successful 
direction of health administration. It does not 
follow, therefore, that a Corporation, Health Com- 
mission or Board elected largely by the popular 
vote of doctors, dentists, nurses, health inspectors, 
etc., would necessarily provide the most efficient 
administrative control. Moreover, the proposal 
that the same body should also control appoint- 
ments and conditions of service, might tend to 
result in the election of representatives more con- 
cerned with their electorates than with the purely 
scientific aspects of national health policy. Nor is 
there any guarantee that popular election of the 
ultimate ‘control’ of the Corporation by the 
rank and file of the technicians themselves, is more 
likely to pick upon the ablest administrators than 
a system of choice by an experienced ‘‘ Personnel 
Commission ”’ 


25. There is also the danger that technicians 


might, if placed in a monopolistic Corporation | 


without fear of Parliamentary criticism, them- 
selves develop dictatorial and bureaucratic ten- 
dencies. 


26. Coming now to control (b)—appointments 
and conditions of service—it appears extremely 
unlikely that any means can be devised of con- 
ducting a national health service, financed from 
taxation imposed and collected by the State, by 
a personnel who would not be members of some 
kind of public service system. The only possible 
alternative is that medical services should be 
supplied by medical men on a contract basis, 
either collectively through their Association, or 
individually; and either on the basis of a 
capitation fee, as in the British National Health 
Insurance Scheme, or, as in the case of the present 
‘Workmen’s Compensation, and as in the New 
Zealand Security Code, on the basis of an agreed 
tariff. For various reasons these methods have not 
proved to be satisfactory. 


27. Critics of the public service system would 
do well to remember that, with rare exceptions, the 
Public Service Commission, when making appoint- 
ments and promotions of professional “personnel 
(not only doctors, but also engineers, lawyers, 
veterinarians, chemists, botanists, architects, etc.), 
is guided very largely by recommendations of the 
head of the department concerned. Moreover, there 
is a Public Service Advisory Council statutorily 
established, of whose representations the Public 
Service Commission must take notice, and whose 
representations have in fact proved effective in a 
number of matters since it was first established. 


28. But there is undoubtedly a case for the 
creation of a Commission, separate and distinct 
from the Public Service Commission, for the pur- 
pose of dealing with appointments and promotions, 


at any rate of professional personnel, in the 
National Health Service. 


The reasons for recommending a separate per- 
sonnel Commission are to be found in the evidence 
which has been submitted to us by the Medical 
Association of South Africa (B.M.A.), and many 
other witnesses, as to the unsuitability of the 
Public Service Commission as a body to deal 
with so highly technical a service, and also the 
sheer numbers which it is expected that the Ser- 
_ vice will employ. An analogy is _to be found in 


| easily lend themselves to political disputation, 


the Railway Service Commission, where 
reasons are almost precisely the same. . 












































tions and Fa ecitiie from the agi which is to 
control policy and administration—the National 
Health Council—just as the Railways and Har- 
bours Services Commission is distinct from the 
Railway Board and the General Manager t 
Railways. 


29. Advocates of technocracy make much of | 
promotion by ‘‘ merit ’’? uninfluenced by ‘ ‘ politi-- 
cal’? considerations and independent of mere 
seniority. But ‘‘ merit ’’ is exceedingly difficult 
to determine, the criteria being easy to manipulate 
in favour of any candidate favoured on grounds: 
which are not strictly those of merit. | 

‘* Bureaucratic *’ TYPE. ; 

30. This type implies the establishment of a 
State Department of Health administered under p 
the same general rules and regulations as other” 
departments of the public service. 


31. Objections to this type are along three main | 
lines : 


(i) Inefficiency of a Service not based on self 
interest.—It is feared that technical personnel 
engaged on a full-time basis will be less efficient 
in the performance of their duties, and less care- 
ful for the welfare of their patients. This 
criticism assumes that financial gain is the only 
motive for service, and is ub unjust to a 
profession which prides itself on its altruism. 
Nurses at present are nearly all on a fixed-salary 
whole-time basis. - Is their work for that reason 
less efficient and devoted than that of private 
practitioners? It may be noted in this connec- 
tion that the supposed inefficiency of services 
maintained by servants of the State is due to 
lack of funds rather than to laziness or incom-— 
petence. State servants cannot spend more 
money than is allocated by Parliament to the 
services which they administer. . 


(11) Inefficiency due to bureaucratic inter- 
ference.—It is feared that practitioners will be. 
hampered by the delays and ‘‘ red tape’”’ or 
‘‘ form-filling ’’ inseparable from Government — 
Departments. There is some force in” this — 
criticism, although it may be pointed out that 
even in a technocratic organization, individual — 
doctors, etc. would necessarily be subject to more 
control. than under the present individualistic — 
system of private medical practice. The problem — 
in any organization is to reconcile the liberty 
of the individual worker at the periphery with 
the purposeful direction and correlation of the 
activities of the organization as a whole. Form- | 
filling of the right sort, efficiently carried out, 
contributes greatly to the efficiency of a service. — 
There is much wastage of energy in private 
practice because of the absence of reliable records 
of observation and treatment previously under- 
taken. 
(iii) Inefficiency , due to political interfer- 
ence.—It is feared that so important and ubiqui-. 
tous a service might become the plaything of 
politics, The answer is that the good sense of 
the people and of their par liamentary representa- 
tives should prevent this. Health services do not 





as there is general agreement as to the lines they 
should follow; nor does the history of social 
services administered by the State warrant this 
criticism. In this connection it should be noted 
how freely and non-politically matters of public 
health and social welfare are discussed in the 
Parliament of the Union of South Africa. Com- 
plaints which we have heard in regard to 
nepotism or favouritism, political or otherwise, 
have been almost entirely confined to part-time 
appointments. ! 


ee ud lati Tn «i 
: ’ “ d 


ee 
t 










32. By the terms of reference our attention was 
rected to the organization of the South African 
Medical Corps. While the criticisms in the pre- 
ceeding paragraph can in no way be applied to this 
ganization, objection to the adoption of this 
type of service for national purposes was expressed 
by several witnesses. Because of the exigencies of 
war a military organization must of necessity be 
authoritarian in type but the permanent en 
tion of its principles to civilian needs would not be 
acceptable to the people of this country. 


» 33. Medical services under the aegis of the State 
can be organized and administered, broadly 
speaking, in two ways :— 
(i) Main initiative at periphery.—here the 
initiative rests with local authorities, locally- 
elected hospital boards, local voluntary associa- 
tions, etc., which are responsible for the esta- 
- blishment and maintenance of various forms of 
local health services; with a central advisory, 
coordinating and, where necessary, overriding or 
coercive authority. ‘This is the present basis of 
preventive services (except port health, vaccina- 
tion, and leprosy) in the Union, and of the 
majority of those cwrative services which are pro- 
vided by public authorities—mainly the general 
hospitals which, however, are under the super- 


visory authority of four sub-central or provin- — 


cial departments and not under that of a single 
central department. The system has not proved 
very effective in the past, as has been emphasised 
in Chapter 19. 

(ii) Initiative at Centre, with delegation. of 
executive responsibility .to successive peripheral 
authorities—provincial, regional and local. This 

is the system favoured by those witnesses— 
notably the South African Health Official’s 
Association; the City Council of Johannesburg ; 
the Town Council of Springs—who have 
submitted some. of the most carefully worked- 
out proposals which we have received. They 
visualise a strong, widely representative central 
planning and directing body, formulating a 
plan and delegating to appropriate authorities 
the duty of carrying it. out. Criticisms of this 
proposal will be discussed in the chapters on 
regionalisation and on the functions of the 
Provinces and of local authorities. 


“* Democratic ’’? TYPE. 


34. A thoroughly democratic type of National 
Health Service would mean that technicians and 
1dministrative officials alike would at every point 
ye subject to the close control of ‘‘ the people ”’ 
who would meet together in Parish Meetings or 
District Councils or Soviets—whichever of these 
erms is preferred—for the purpose of discussing 
ind modifying plans sent to them by the centra 
jlanning authority. The latter would be bound to 
.ecept the modified proposals unless they were 
bsolutely impracticable. The ‘‘ people’ at the 
eriphery would almost completely control the 
ervices within their area. 


35. The difficulty of conducting a national 
ealth service on such a basis in South Africa 1s 
hat the vast majority of ‘‘ the people ’’ are not 
mly unenfranchised and, therefore, unaccustomed 
0 exercising any control over public services, but 
re a'so superstition-ridden in their outlook on 
roblems of health and disease. These factors 
night be productive of queer results not conducive 
o the advancement of public health, nor to the 
restige of democracy. 


36. Generally speaking, the Union is accustomed 
0, satisfied with, and well served by the forms of 
lemocratic control already in existence; and there 
loes not appear to be any real case for bringing 
bout such drastic changes in the system of 


government as would be necessary to establish a 
national health service of the type under dis- 
cussion. 


37. Nevertheless, it is impossible to overlook 
one very great advantage of the system briefly 
outlined, which is that it gets everyone interested 
in public health and well informed as to the 
nature of the problems requiring solution in 
connection therewith. Even where ‘‘ the people ”’ 
are not given full power of immediate control over 
health services, it will be advisable to secure their 
interest and active codperation by allowing them 
to take their place in advising and assisting in the 
conduct of the service at every level. 


} Tur CoMMISSIoN’s SCHEME. 

38. All the foregoing types have their good 
points; and in producing our own plan it has been 
our endeavour to borrow what is best from each. 
We regard the result not as a compromise, but in 
the best sense as a synthesis; and judgment upon 


its merits should be suspended until the complete ~ 


scheme has been set forth. 


39. The first principle accepted by us in 
devising this type of national health organization, 
is that the National Health Service must be under 
the control of a Minister of State responsible to 
Parliament. It appears to the Commission that 
no other type would be consistent with the form 
of democratic government at present accepted in 
the Union. The most serious rival of this type of 
authority is the ‘‘ Corporation ’’ type favoured by 
the Medical Association of South Atrica (B.M.A.), 
following more or less closely the precedent of the 
public corporation already existing in the Union. 


Nevertheless the following extract from ‘‘ The 
Medical Officer’ of the 24th October, 1942, com- 
menting on a proposal to establish a national 
health corporation for Great Britain, is to the 
point : — . 


‘* A corporate body means government by 
Commission, which a powerful section of the 
community, we believe the majority, will not 
have’ at any. price, for it is the essence of 
national socialism. Government by commission 
led to one civil war in this country and attempts 
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to re-introduce it on a big scale would destroy © 


any party rash enough to advocate it. The 
Minister of Health must be answerable to Parlia- 
ment for all questions relating to the health of 
the people; that is his business. His ministry 
was created for that purpose by Parliament, not 
by the British Medical Association, and to 
deprive the Minister of his function would strike 
at the roots of democratic government. We 
may press for reform of the Ministry ... . but 
to ask for its abolition, or to deprive the 
Minister of his health functions, which would 
make his office ridiculous is to pit the weight of 
a monopoly against the franchise.’’ 


40. In order to provide a safeguard against the 


dangers inherent in bureaucracy, we strongly 
favour— 
(a) the establishment of elected technical 


committees to control or advise upon technical 
aspects of health services at every level in their 
administration—from the Health Centre and 
hospital right through to the National Health 
Congress, meeting annually and electing its 
own representatives to the several highest 
general policy controls; 


(b) the setting up of a special Personnel Com- 


mission to deal with the appointments, promo-— 


tions and general conditions of service of the 
personnel employed in the various sections of 
the National Health Service, and ; 


~ 
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(c) democratic control, already safeguarded 


from the national viewpoint by placing the’ 
Service as a whole under a Minister responsible 


to the elected representatives of the people in 


Parliament, to be further secured at various 
levels as follows: — is : 
(i) The non-personal health services 


(housing, sanitation, etc.) are placed, as they 
are at present, under immediate control of 
local authorities; which, however, will receive 
considerable financial help from the Provinces, 
and close and continuous technical guidance 
from the central health authority through its 
regional administrative officers ; 
(11) personal health services are to be 
administered in collaboration with a series of 
advisory or public relations committees on 
which appropriate public authorities (provin- 
cial and local), voluntary organizations, and 
the general public will all be represented, as 


follows :— 
(1) At the periphery—Health Centre 
Councils, Hospital Advisory Boards; 


(2) at the regional level—Regional Health 
Councils; 

(3) at. the headquarter level—National 
Advisory Boards on various special matters, 
and a National Health Council which will 


function as a national ‘‘ health  parlia- 
ment ’’. 
The foregoing basic principles govern the 


detailed proposals with regard to the constitution, 
function and organization of the different parts 


of the National "Heath Service to ‘be elaborated 


in the remainder of this report. 


CHAPTER XXIII. 





CONSTITUTION OF THE NATIONAL 
HEALTH AUTHORITY. 





INTRODUCTION. 


1. The constitution and functions of the 
National Health Authority in connection with a 
national health service for the Union of South 
Africa must embody safeguards for the democratic 
interests of the people who are to pay for the 
service and for whom the service is intended, the 
professional interests of the technical personnel who 
are to serve within it, and the administrative 
efficiency of the service. 
This chapter deals with the Commission’s 
recommendations for safeguarding. these. demo- 
cratic, professional and administrative interests. 


2. As has been indicated in .the preceding 
chapter, we adhere to the view that under Parlia- 
mentary democratic government, the primary 
responsibility and authority for any public service 
should rest with the Minister of the Crown. How- 
ever, there is no doubt that a Minister controlling 
so important a service will welcome and will 
benefit from the advice of a special body repre- 
sentative of lay as well as technical interests. This 
principle was Pacheaeed in the great Public 
Hea'th Act of 1919, which established the Council 
of Public Health. 

Under the present system, the Minister receives 
advice from the Council of Public Health, 
Leprosy Advisory Committee, the permanent Head 
of the Department, the Central Housing Board 
and the National Nutrition Council, etc. 


The onus of a final decision rgsts always with 
the Minister who is responsible for the administra- 
tion of his Department, and who is subject to Par- 
hamentary criticism and censure in connection 
with the administration of his portfolio. 





*See page 113 for comments by Senator C. L. Hendersonand Mrs. 









Tue Minister or HeEarru. 


The Commission recommends that there be 
nie Ministry of Health which shall be 
regarded as one of the most important of Cabinet 


portfolios, as important as is that of Defence in 


time of war.. The war against sickness and disease 
must be waged without “cessation, and its success 
is a pre- -requisite to national security and pros- 
perity, as has been emphasised by the reports of 
the Economic and Planning Council. The Port- 
folio of Health will be of such importance, con- 
trolling, as it will, the entire health services for 
ten million people with responsibility for an 
annual budget of ten to twenty million pounds, 
that it should not be combined with any other 
portfolio: we fear that the recent decision of the 
Cabinet to include Health in the Portfolio of Wel- 
fare and Demobilisation may cause the general 
public to underestimate the importance of Health 
as a function of Government.* 


4. The authority and responsibility ae the 
Minister of Health should not be shared with. any 
other body, however expert or representative, 
because he alone will, in the last resort, be 
responsible to Parliament for the administration 
of the National Health Service. But the Minister 


_will be provided with the guidance of both repre- 


sentative lay and expert opinion, expressed to him 
through the National Health Council and the 
National Health Board assisted by expert specialist 
advisers, and national wie bodies on special 
technical subjects. 


It is unfortunate that the constitution of the 
Union does not permit of a combined Ministry of 
Health and Local Government, inasmuch as the 
principal function of local government is the provi- 
sion of efficient environmental hygiene. Control 
of local government was assigned by Section: 85 
(vi) of the South Africa Act to the Provincial 
Administrations. This is an essential weakness 
in the codrdination of personal with non-personal 
health services which does not exist, for instance, 
in Great Britain. The matter will be more fully 
discussed in Chapter 25 which deals with * eS ‘The 
Provinces in the National Health Service ’ 


Tue NationaL HEALTH CoUNciL: 


5. It is recommended that the present Council 
of Public Health as established under the Public 
Health Act of 1919, be replaced by a body to be 
called the National Health Council, and that sec- 
tion 4 (2) of the Act be amended to read, “* The 
functions of the National Health Council shall 
be to advise and assist the Minister in the planning 
and direction of the National Health Seryice’’. It 
is contemplated that this Council should have wide P 
powers and play a more active réle in ensuring 
National Health than the present Council of Public 
Health. Its constitution. should be as wide as 
possible, in accordance with the many representa: 
tions which have been made to that effect. 


6. The FIRST National Health Council wil 
have a life of five years and will be constituted as 
set forth hereunder :— 


(a) Representatives of Taxpayers. 


One from each of the four Provincial 
Administrations ... .. 

One from each of the four “Municipal. 
Associations ... .. >, 

One from the Association of Divisional 
Councils ... .. 

One to be nominated jointly by. ‘the 
Chamber of Mines, the Federated 
Chamber of Industries, and the Asso- 
ciated Chambers of Commerce repre- 
senting employers ... |g 

One from the South African Trades and 
Labour Council representing all salary 
and wage earning groups ... . he 


















R. Lugtenburg. 









One to represent non-Huropeans other 
than Natives—the appointment to be 
made by the Governor-General-in- » 
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(b) Representatives nominated. by Voluntary 
Organizations specially interested in heaith 
activities. 

From ,the Federale Vroueraad .... ... ... 2 
From the South African Women’s Agri- 


Ceira Onion esi niongt, 4k oho 1 
From the South African National 
Council for Child Welfare... ...:..... 1 
From the National Council of Women 
Geraowtn wirica tiie. ads jeu cal . deer 
From the National Council for the Care 
‘of Cripples in South Africa ... ... ... 1 
- From the National Cancer Association 
Pedometer emigareiie.2h Uo. wel os dwn. Sod 
‘From the South African Red Cross 
Ree See mein. sds. i. cadoded easy. « ch 
From the St. John Ambulance Associa- 
eee bln... estolPoueseridis. wnat tee cd 
9 


(c) Representatives of professional and technical 
anterests. 
' From the Medical Association of South 


Petit Ged ilnetl femiiak busispeuc’, 
From the Dental Association of South 
PR Re NS ro orgie re (Otbk Sp leeth «nrc axarive 
(or From the South African Trained Nurses’ 
MIEN MOI. felis. skids «edtibdieeads ves dey 
From the South. African Health Off- 
WEES PARSOCIS LION jidh <scel i 8k om i Seem cee eve od 
From the Associated Pharmaceutical 
Societies of South Africa ... ... ....... 
14 


It will be observed that the Council will be fully 
representative of all those who have in the past 
been particularly concerned with health matters: 
‘Provincial Councils, local authorities, voluntary 
agencies and technical personnel; nor have 
employers of labour and employees been forgotten. 


8. We have considered also the future relation- 
ship of the National Health Council with the 
Regional Health Councils and Health Centre Coun- 
-cils, and are of opinion that the closest relationship 
between these three bodies is desirable. It is realised 
however, that such a relationship cannot be fully 
established until the National Health Service has 
been functioning for some years. After the first 
five-year period and/or when the service has been 
completely organized, and thereafter every five 
years, each Health Centre Council will elect 
representatives to the Regional Council, and the 
Regional Health Councils. will then elect 
representatives to the National Health Council 
to take the place of the members referred 
to in sections (a) and (b) of paragraph 6. For this 
purpose it may become necessary to group some of 
the regions if their number exceeds the represen- 
tation to which they are entitled on the National 
Health Council. Along the same lines the National 
Health Congress to be more fully described under 
“ Central Organization *’ will in due course become 
available as a constituency to nominate the tech- 
nical members of the Council listed in section (c). 


9. We are of opinion that the, Minister should 
be Chairman, andthe Director of National Health 
Services should be Deputy-Chairman; and that the 
Commissioner for Workmen’s Compensation and a 
epresentative of the Department of Social Welfare 
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appointed by the Governor-General- Council. . . ‘ 
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10. It is important that meetings should be well 
attended, and for this reason they should be held 
not during the Parliamentary session when some 
members of the Council will be pre-oceupied with 
other affairs, but as soon as practicable after the 
end of the Health Year on June 30th. The annual 
report of the Ministry of Health should be quickly 
produced and placed in the hands of all members 
a month or at least a fortnight before the annual 
statutory meeting of the Council. Pretoria would 
be advantageous as venue for this meeting, inas- 
much as headquarters staff and records would easily 
be available. 


11. The meetings of the Council should be open 
to the public and press, and full records should be 
kept. The Council would thus become a ‘‘ Health 
Parliament ’’ for the nation. Formal resolutions 
and recommendations of the Council should. be 
printed as an appendix to the annual report of the 
Ministry of Health. It is expected that the annual 
statutory meeting would last for at least a week. 


12. If the Council itself is not to meet more than 
once or twice a year, an executive should be elected 
and should meet— 

(a) at regular 3 monthly intervals; 

(6) whenever summoned by the Minister; or 

(c) upon requisition of 50 per cent. of its mem- 
bers. 


13. Statutory provision should be made for a for- 
mal reply from the Minister to all recommendations 
to the National, Health Council. These replies~ 
should be considered either at the next meeting of 
the Council or by the Council’s Executive as soon as 
they are received. The Council itself when making 
a recommendation should indicate whether the 
reply to it is to be dealt with by the Executive or to 
be reserved for its next full meeting. 


Tue Nartonat HrattnH Boarp. 


14. The National Health Service will provide so 
extensive a range of services that it would be 
unreasonable to place on the shoulders of any one 
man the sole responsibility for its administration. 
For this reason we recommend that the office of 
Secretary for Public Health and Chief Health 
Officer for the Union should be placed in com- 
mission by the creation of a National Health Board. 

15. We are equally divided in opinion as to 
whether there should be three or five members of 
the Board. but we are agreed that the Director of 
National Health Services should be Chairman and 
Accounting Officer, and that the other members 
should be lay and technical in equal numbers. 


During a discussion on the composition of the 
National Health Board it was decided— 


“That in view of the unanimous decision 
arrived at on 14th December, 1948, to have a 
National Health Board composed of 5 members 
[two (2) lay and two (2) technical members, with 
the Director of National Health Services as 

~ Chairman |, and in view of the understanding that 
the matter might be re-opened at a future date, 
a further discussion took place on this matter 
when it was obvious that there were divergent 
views. There were five (5) members who favoured 
a National Health Board composed of five (5), 
and five (5) members who favoured a Board of 


three (3).” 

Reasons for the differences of opinion on the 
composition of the Board are set out in Annexure 
‘““G’”’ to this report. 

16. We recommend that the first Board be 
appointed hy the Minister from nominations sub- 
mitted to him by the First National Health Council 
described in Paragraph 6, the lay member(s) being 
nominated by an electoral committee consisting of 
all non-technical representatives, and the technical 


a, 
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‘member(s) by a similar committee of technical 
representatives. Nominations to fill future vacan- 
cies, whether before or after the introductory five- 
year period, should be made on similar lines. 


’ 17. The office of Secretary for Public Health has 
always been combined with that of Chief Health 
Officer for the Union. This means that the Chief 
Health Officer in addition to being the senior profes- 
sional officer of the Department “of Public Health 
is also its administrative head and accounting 
officer. In respect of the enlarged Department of 
Health it is proposed that the National Health 
Board should assume administrative control and act 
as secretaries to the Department. 


18. The National Health Board would thus stand 
in the same relationship to the Minister as does the 
Secretary for Public Health today. The Board will 
be responsible to him for the administration of the 
health services. It would also offer advice to the 
Minister relating to administrative matters con- 
cerning the public health. It would be subject to 
his overriding authority on the one hand and on the 
other hand it would yeceive*from him as does the 
Secretary for Public Health today, delegated 
authority with regard to certain matters. 


19. It is recommended that the personnel of this 
Board should not necessarily be permanent, but 
should be subject to changes on the recommenda- 
tion either of the National Health Council or of 
the National Health Congress presently to be 
described. The final power of appointment and of 
change of appointment would, however, rest with 
the Minister. Appointment to the Board might be 
for a five-year period. Renewal of appointment 
at the end of a period of service should be possible 
but not automatic. Technical members of the 
Board whose appointments were not renewed could 
be given a choice between retiral or continuation 
of service in some other capacity. 


Tue Nationa HrattH SERVICES PERSONNEL 
CoMMISSION. 


20. It is recommended that the National Health 
Service should have its own Health. Services Per- 
sonnel Commission with similar functions to. those 
of the Public Service Commission. The staff 
employed by the National Health Service will 
number several thousands, and will include a great 
number of highly trained professional persons as 
well as numerous auxiliaries with varying degrees 
of technical training. Partly on account of the 
size of the National Health Service and partly 
owing to the specialized nature of the service, the 
personnel should be under the control of a Commis- 
sion separate from the present Public Service Com- 
mission, but similar to it in its functions. There 
is a precedent for this recommendation in the 
existence of the South African Railways and Har- 
bours Service Commission which was given a. 
separate identity partly for the same reasons as 
those mentioned above. 


21. The Personnel Commission would control the 
entire permanent and temporary full-time staff of 
the Health Service. They would deal with the 
creation, grading and salary of posts, promotions, 
appointments, transfers, retirements, pensions, etc. 
All recommendations in regard to these matters 
would be made by the National Health Board 
which would obtain and submit to the Commission 
all relevant information in regard to candidates. 


22. The question of the appointment of the Per- 
sonnel Commission is a difficult one. It would 
consist of three members appointed by the Gover- 
nor-General-in-Council; two for their capacity to 
appraise the merits, including qualifications, of 
technical personnel, and the third who would be 
Chairman, for his knowledge of the routine of the 
Public Service Commission. When the Service is 

fully in operation, it is suggested that two of the 
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three members shall be appointed frem a list sub- 


mitted by the National Health Congress, itself 
representative of_all the technical personnel of the 
service, 


23. The first Personnel Commission, which will 
function during the critical early years of the new 
will necessarily be appointed before a 
National Health Congress comes into being. We 
recommend, as a gesture which the medical profes- 
sion would highly appreciate, that the Medical 
Association of South Africa (B.M.A.) be invited 
to submit a short list from which the two profes- 
sional members should be selected. 


24. This recommendation is made with a full 
realization that it is somewhat unorthodox. How- 
ever, it must be recognised that the establishment 
of a national health service as suggested in this 
report involves the surrender by professional per- 
sons of a great deal of their present-day imdepen- 
dence with regard to the conditions under which 
they practise. The proposal herein made is the 
quid pro quo for that surrender. The Commission 
is convinced that nothing would do more to ensure 
the confidence of the medical and allied professions 
in the new regime than the proviso that appoint- 
ments, promotions, and general conditions of 
service would be largely controlled by a special 
body, the majority of which was composed of 
representatives nominated by themselves. 


Tue Nationa, HEALTH CONGRESS. 


25. Great fears have been expressed lest in an 
organized National Health Service the professional 
personnel will be ‘‘ muzzled ”’ and prevented from 
expressing freely their views on the various matters 
arising out of their duties. To safeguard against 
such a possibility, our plan provides for regular 
conferences and congresses at every level in the 
organization of the National Health Service. At 
these the fully representative opinion of the profes- 
sional and technical staff, on professional and tech- 
nical matters can be freely submitted and debated. 
Resolutions emanating from these discussions would 
be considered by the next statutory meeting of the 
National Health Council. 


26. Later in the report will be detailed the plan 
for the establishment of local and regional 
technical committees. It is here suggested that 
these local and regional groups should elect repre- 
sentatives to an annual National Health Congress 
at which there will be discussed not only questions 
of health policy and organization, but also purely 
scientific questions arising in the course of routine 
work of the Service. It is suggested that the 
National Health Congress shall be composed of 
elected members from each Regional Health Con- 
ference. The numbers and proportion of doctors, 
nurses, health inspectors, etc., will have to he 
determined later. 

27. The members of the National Health Board, 


the Directors and Deputy-Directors of. Head- 
quarters Divisions, and Regional Medical Officers 





would be e« officio members ‘of the National Health 


Congress. Resolutions from the Congress, which © 
may often be critical of National Health Board 
policy, should travel to the National Health Coun- 
cil by way of the Board, in order that the latter 
may “supply any explanatory comments that may 
be needed: and the replies of the Council to Con- 
gress should return by the same route. 


28. We believe that in this chapter there is 
set out a democratic formula which will satisfy the 
public for whom the service is intended and the 
technicians who will staff:it. At the same time 
there will be an assurance that the needs of every 
part of the Union will be considered and that the 
net will be spread widely for the capture of new 
talent and of new ideas. 
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CHAPTERS XXIII ann XXIV. 


all overlapping is thus avoided. Any attempt to 
make a cleavage in this coérdinated administration 
would be detrimental to the National Health Ser- 
vice to be inaugurated. . 


CHAPTER XXIV. 





REGIONALISATION. 


1. Many witnesses who appeared before the 
Commission advocated the regionalisation of health 
services under democratically-elected health autho- 
rities: that is to say, authorities elected by popular 
vote, levying their own taxes or rates and employ- 
ing their own staffs. ‘These witnesses thus visual- 
ised the establishment of another stratum of 
popularly-elected and taxing public authorities, 
with Parliament and the Provincial Councils above, 
and a fourth—the existing local authorities—below 
them. 
other connections, in this and in other countries. 
There is indeed much loose thinking about region- 
alisation in relation to health services in the Union, 
and the idea was therefore most carefully and 
closely examined in all its implications before being 
adopted and recommended by us as one of the bases 
for our major proposals. 

2. Before discussing this subject further, it is 
necessary to remind ourselves of the constitutional 
position with regard to public health and local 
government in this country. In 1910, when the 
Union of South Africa was formed, local self- 
government had long been established in each of 
the constituent colonies, and, at Union, the control 
of local government was one of the functions which 
the framers of the Constitution assigned to the 
Provinces. There was no provision for national 
central control of local government as such; nor 
was any provision made for a central health 
authority. 


3. This latter omission, having regard to the 
conceptions of 1910, was not so surprising as some 
modern critics, thinking in terms of present-day 
conceptions, are apt to consider. Even in Britain, 
much further advanced in social services generally, 
there was in 1910 no Ministry of Health. There 
was, however, a Local Government Board, which 
controlled the general functions of local authorities, 
of which public health was one. Thus, when in 
1919 it was desired to establish in England a central 
health authority as such, it was easily done by a 
mere change of name, accompanied of course by 
an enlargement of powers and duties. The new 
Ministry of Health thus absorbed and took over the 
functions of the pre-existing central board for the 
control of local authorities. 


4. The contrasting situation in the Union—in 
the same year, 1919—is now clear. There were 
four sub-central (Provincial) controls of local 
government, all four of the same status, already 
in existence. By the Public Health Act of that 
year a central health authority was established, 
but this authority did not supersede or absorb: the 
pre-existing four provincial controls of local 
government, notwithstanding the universally recog- 
nised fact that public health is one of the principal 
functions of local government. Elsewhere has been 
stated and discussed the ‘‘ compromise solution ’’ 
and the resultant anomaly which was embodied in 


the Public Health Act itself. 


5. It can hardly be gainsaid that the division of 
the higher control of local authorities, between the 
central health department (in respect of public 
health services) and the Provincial Administration 
(in respect of general functions), has been a source 
of weakness in the development of health services 
in local areas. The Secretary for Public Health 
stated in evidence that the very existence of Section 
11 of the Public Health Act was sufficient to cause 
local authorities to make their local health services 
as efficient as possible, for fear that otherwise this 
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section would be used against them. But this view 
conflicts with evidence from other authoritative 
sources, and with the general attitude of the local 
authorities themselves. ‘They are in fact not over- 
awed by the section, because they know it will not 
be applied without the consent of the Adminis- 


trator, to whom an appeal can be made to 
‘“ protect ’’ local interests against the central 
bureaucracy. Any attempt to apply Section 11 


could quickly be converted into a trial of strength 
between the central and the provincial authorities, 
the health issue itself receding into the background. 


That this view is not imaginary may be proved by 
reference to Paragraph 11 of the Roos Report (U.G.. 
46/1934), which is here reproduced, to recent public 
utterances, and to the experience of officers of the 
Public Service who deal with issues between the 
Provinces and the central Government. 


Paragraph 21, U.G. 46 of 1934. 


The Battle for Authority. 


The Commission was impressed by the battle 
for authority that appeared to wage continuously 
between Union and Provincial Officers on the 
many subjects in which they were mutually con- 
cerned. The suggestion to decentralise Union 
Powers to the Provinces, met with the most 
strenuous objection by Union representatives. 
On the other hand, proposals made to detach cer- 
tain functions exercised by the Provinces and to 
coordinate these with Union Departments met 
with equally strenuous opposition on the part of 
Provincial Authorities. In this connection any 
proposal to establish central boards to control or 
coérdinate governmental activity, even when of 
a purely advisory character, was often objected to 
by Provincial representatives, who saw in them 
the possibility that such boards would ultimately 
become executive in character and_ seriously 
endanger Provincial autonomy.’’ 


6. Thas state of affairs would not be remedied by 
the mere establishment of regional authorities. 
Indeed, it 1s more likely to be made worse, for it 
would mean the interposition of another layer of 
authorities between the provincial and the local; 
the central health authority, in order to get at 
defaulting local authorities, would have to deal 
with regional as well as provincial authorities. 


7. Those who have drawn up blue prints for 
health services involving codperation of four layers 
of authorities—central, provincial, regional and 
local—assume for the successful working of their 
plans a sweet reasonableness which experience of 
the actual relationship between interacting authori- 
ties has proved hard to achieve and harder to 
maintain. Difficulties may arise even between 


. authorities of equal status, as witness the failure 


of the Inter-Provincial Consultative Committee to 
evolve uniformity in respect of teachers’ and 
nurses’ salaries in the four Provinces, and more 
recently to adopt a uniform policy with regard to 
the question of the provision of school meals for 
Native children. 


8. The advocates of regionalisation of health 
services under elected authorities have failed to 
indicate who would establish such regional authori- 
ties, define their powers, and exercise higher 
administrative control over them. ‘og 


9. It is clear that unless the Union Government 
itself were to establish and control the regional 
authorities, their existence would hamper rather 
than help the central authority in its relations 
with the peripheral units of health administration. 


10. The control of local government, however, 
including the establishment of new local authori-. 
ties, is not the function of the central Government, 
but of the Provinces. It is extremely unlikely that 
the Provinces would voluntarily create regional 
authorities and hand over to them certain of the 
powers hitherto exercised by themselves. Pro- 


F 
















vincial Administrations are usually unwilling to 
surrender any of their functions, either to higher 
or to lower authorities. The tendency is quite in 
the opposite direction, as witness the efforts of the 
Natal provincial authorities to secure the control 
of infectious diseases hospitals (established and 


b. 


which would destroy the autonomy of hospital 
boards in the Transvaal and transfer their powers 
to a strong central Provincial Hospital Council. 
Natal has never shown any disposition to establish 
local hospital boards with any real powers; and in 
the Orange Free State the two principal hospital 
boards were recently abolished and their functions 
assumed by the central provincial authorities. 


il. Indeed it is likely that the Provincial Coun- 

cils which at present control local authorities 
direct, would regard the interposition of regional 
authorities in much the same light as the central 
Health Department regards the Provinces them- 
selves—as introducing added complexity into prob- 
lems of health administration. 


12. It would of course be possible, should the 
Provinces refuse to establish the new order of local 
‘government authorities, for the central legislature 
to compel them to do so; but there would be no 
valid ground for doing so unless it was fully satis- 
fied that regional elected authorities were essential 
for the effective development of a national health 
service. 


18. This leads to the question whether, even if 
regional authorities were successfully established, 
and were happy in their relationship with the 
authorities above and below them, they would con- 
tribute much, if anything, to the improvement of 
health services. The answer is at least doubtful, 
for except in regions composed of contiguous local 
authority areas, the combination of a group of local 
authorities under a single regional authority would 
not alter the ratio, of total liabilities to total assets ; 
and it is this ratio, not the mere size of an 
authority, which in the end determines range and 
efficiency of the services which it can supply. In 
nearly all the regions proposed for the Union, 
progress in the smaller local authority areas in 
the rural sections of the region, could come about 
only as the result of increased taxation of the few 
large towns, sometimes only one, in the region. 





‘14. Supporters of this type of regionalisation 
may reply either— 
(i) that the standard of services to be main- 
_ tained by the regional authority in the various 
_ loeal authority areas under its control will vary 
according to the contribution they make to the 
regional funds, 
OR 


_ (ai) that the central health authority will be 
expected to contribute to each local authority 
according to its needs, and not on a uniform 
scale as at present. 


15. The first answer invites the rejoinder, 
“What then is the purpose of regionalisation at 
ull, if the health services in each local authority 
irea are to depend mainly, as they do today, upon 
ts own financial contributions? ’’’ The alternative 
mswer suggests the enquiry—‘‘ Could not the 
entral authority establish a sliding scale of 
efunds, bearing an inverse ratio to local financial 
source, without the creation of regional authori- 
les? ”’ 

16. It should not be overlooked that the creation 
f regional authorities would add to the costs of 
ocal government, on account of the electoral 
nachinery and the staff, offices and equipment 







tual services. 


Biy. Where urban local authority areas are widely 
as they would be in the majority of 


+: 


cessary, without adding proportionately to the — 
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regions in the Union, mere combination cannot 
result in any economy in the supply of such 
essential services as water, sanitary removals, abat- 
toirs, etc. The same plant and staff cannot serve 
widely-separated areas. As a matter of fact, there 
comes a point at which it is not economical to pro- 
vide environmental services on a communal basis 
to a thinly spread population—e.g., water supply 
and sanitary removals for contiguous farms. Each 
ultimate unit of population in rural areas must 
supply its own services, each head of a household 
becoming his own sanitary engineer. In other 
words, vt is a fallacy to suppose that there must 
always be a public authority responsible in an 
executive sense for the supply of environmental 
services in every part of a country so sparsely 
populated as the Union. There is room, however, 
for most useful work to be done by the field staff 
of a health service in inspecting and advising 
householders and small communities on questions of 
environmental sanitation. 


18. As already noted,’ the effect of establishing 
regional health authorities would be the same as 
enlarging the boundaries of the one or two large 
towns in them, to include not only peri-urban semi- 
rural areas but also large intervening tracts of 
purely rural territory. The large local authorities 
usually oppose the extension of their boundaries 
unless and until the areas immediately outside— 
the ‘* black belts ’’—become a real menace to the 
health of their own community; and that stage is 
not reached until long after conditions have 
become dangerous to the inhabitants of the ‘‘ black 
belts ’’ themselves. 'The rateable value of these 


_ areas is low, and thus their incorporation means an 


increase of liabilities without a corresponding 
increase of assets. Reasoning along these lines, 
most of the large local authorities, in spite of the 
advice of their own Medical Officers of Health, 
would oppose the creation of regional authorities 
with statutory responsibility for the health services 
within the areas assigned to them. In many cases 
it would be equivalent to the incorporation of vast 
slum areas. 


, 19. The situation is very different in closely- / 
settled and comparatively wealthy countries like . 


Britain, from which many of the ideas now current — 
in the Union have been adopted without much | 
regard to the very different conditions in the two | 


countries as to economic resources, racial constitu- | 
tion, distribution and density of population. 


20. The basic idea of regionalisation is sound 
enough. It is that the smallest unit of population 
for which a comprehensive personal health service 
can satisfactorily be organized (having regard to 
the necessity for first-grade hospitals, specialist 
services of various types, etc.), is of the order of 
half a million or thereabouts. 


21. In Britain there are many individual-towns 
and many more counties (geographical units much 
smaller than all but two or three of the health 
regions proposed for the Union, constituted as 
major units of health administration by the Local 
Government Act of 1888), which carry a population 
of half a million or over. In the Union, to get 
a population of half a million it is usually neces- 
sary to take an area equal to several English 
counties, sometimes to the whole of England, with 
a rateable value so low that the income from it 
would be quite inadequate to meet the costs of a 
complete health service for the region. 


22. This last point is recognised by the advo- 
cates of regionalisation of health services in the 
Union, and they meet it by proposing that the 
regional authorities should receive the greater part 
of their funds from the Treasury, either directly 
or via the Provinces. Such a proposal is contrary 
to a fundamental principle of public finance as 
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enunciated in the Roos Report, Paragraph 11, 
quoted hereunder : — 
‘< First Principle of Provincial Finance. 
11. The Majority Report of the ‘ Murray ’ 
Commission laid down as a first principle of 
Provincial finance, that at least. one-half of the 
annual expenditure of the Provinces should be 
raised by Provincial taxation and that a Union 
subsidy of not more than 50 per cent. of their 
expenditure should be granted from Union 
funds. It was considered that as long as the 
Provincial Administration had to raise from its 
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own funds ten shillings in each pound spent, — 


there would be sufficient inducement to ensure 
economical administration on the part of the 
Provinces. } 

The paragraph of the ‘ Murray’ Report 
lays down this rule is quoted in full, as in all 


subsequent financial arrangements between the . 


Union and the Provinces, the principle appears 
to have been accepted. 


It reads :— 


‘ 31. One of the most salutary principles for 
the creation of a sound system of public 
finance, is that any authority which is 
entrusted with the expenditure of public 
monéy, should also be charged with the direct 
liability for raising either the whole or a sub- 
stantial portion of the revenue required to 
meet such expenditure. When funds are 


raised by one authority and disposed of by. 


another, the sense of responsibility by which 
the latter should be guided and which consti- 
tutes a most valuable protection for the tax- 
payer, is almost inevitably weakened. It is 
only when the power to spend is controlled by 
the liability to provide the necessary funds 
that efficient and economical administration 
can .be secured. The reciprocal action of 
these two influences tends to discourage 
extravagance and to ensure that good value 
is obtained for all the expenditure incurred ’.”’ 


Having regard to the costly nature of modern 


health services, none of the proposed regions could, 


or would raise 50 per cent. of the revenue required. 


23. At this point a reminder may be given of 
the vast changes implicit in the basic proposition 
that, in future, health services for the entire 
population should be provided from public funds. 
Hitherto, local authorities. have not been 
responsible for personal health services except to 
a very slight extent; yet, even so, most of them 
are already complaining that they are made to 
contribute to health services—e.g., care of tuber- 
culotics—which in their view ought to be entirely 
a responsibility of the Union Government. Those 
of them who have any idea of the cost of complete 
health services would never support their Medical 
Officers’ proposals to take over more than they 
are doing at present, unless they were assured that 
the Government would foot the bill or most of it, 
as witness the very definite attitude of the Institute 
of Municipal Treasurers and Accountants. Even 
the Provincial Administrations are emphatic that 
the Government must pay for the costs of Native 
hospitalisation, which presently will be by far the 
larger part of the hospital bill. The scheme pro- 
posed in the Pentz Report provides for limited free 
hospitalisation, only on the assumption that the 
central Government will grant the Province powers 
of taxation greater than those it has at present. 


24. In short, the addition of all personal health 

and ill health services to the environmental health 
~ services for which local authorities are already 
responsible, represents so vast an increased finan- 
cial commitment that neither local authorities nor 
Provincial Administrations could possibly meet it 
from their present resources. In the last analysis, 


' administrative regions. 


ve 


only the central authority has the resources neces-— 
sary to establish and maintain the complete range 
of modern personal health services. It would 
clearly be unsound for the State to collect the 
revenue for a national health service, and then 
hand it over to other authorities to spend. a 


20. The regionalisation of health services is 
unquestionably desirable on account of efficiency 
and comprehensiveness, individual local authorities — 
being too small, and individual Provinces too large 
to serve as administrative units. ‘The services can 
and should be regionalised, for only by this method 
will it be possible to secure for each region the 
team of health workers, including specialists, 
necessary for modern service.-There are precedents 
for this type of organization. The veterinary ser- 
vices have from the beginning been organized on 
a regional basis. So also with the Departments 
of Social Welfare, Labour, Agriculture, Irrigation 
and Forestry. There are several ‘‘ systems ’’ of 
the South African Railways and Harbours Admi- 
nistration; the Irrigation Department has 
‘“ circle ’’ engineers; the Department of Labour 
has ‘‘ divisional ’’ inspectors of labour; the Post 
Office has its ‘‘ districts ’’, and so on. The regions 
used by these services sometimes, but by no means 
always, coincide with the Provinces; nor has the 
term ‘‘ region ’’ been used to describe them. 


26. Services such as leprosy control, mental 
hospitals, research and laboratories, rehabilitation, 
are on a national basis, and codrdination between 
these and the regional health services would be 
easier 1f all were under the same direct adminis- 
trative control. Two or three controls at different 
levels, even if there were harmony and codpera- 
tion, would inevitably mean delays while final 
decisions were being taken and programmes being 
worked out. 


27. A nationally-organized health service (pre- 
ventive and curative) will command a larger 
technical personnel and present greater scope for 
advancement of that personnel, as well as for ease 
of transfer from one region to another according 
to the needs, than a series of independent regional 
services each employing its own separate staff. 


28. In an article in the ‘‘ South African Trea- 
surer ’’ for June, 1948, R. J. Randall has dis- 
cussed the question of regionalisation of health 
services. He is opposed to the creation of ad hoc 
regions administered, not by democratically- 
elected regional bodies, but by regional officials 
appointed by the central Government on the 
eround that the latter would only be responsible 


indirectly through the respective Minister to the 
people. 


‘* The danger of this method ’’, he says, “ is 
that, once used, it may be applied to more and 
more national services in the future, with the 
result that we should finally find ourselves, as is 
the case in Great Britain and America to-day, 
with a large number of uncodrdinated national 
services, each run'on a different ad hoc regional 
system, with the officials in charge of each service 
interested in nothing else, and with overlapping 
and consequent high costs everywhere.’’ 


. . . : 
29. The same writer anticipates, as do we (see 


Paragraph 10 above), that the setting up of demo- 


cratically-elected regional bodies, side by side with 
the Province, would be fiercely resisted by the 
latter. The ideal solution which he favours is the 
abolition of the existing provincial structure and 
the substitution therefor .of general-purpose 

He states :— : 


‘‘ The Provinces, as at present constituted, are 
anachronisms with areas too large for local 
authorities and without the solid power of true 
Federal Provinces. Their abolition would enable 


; 
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closer relations to be built up between the Central 
Government and local authorities, while the 
__ereation, where necessary, of large local govern- 
ment authorities on the lines of the English 
County Councils to act as intermediaries between 
the general-purpose regions and the smaller local 
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authorities would make local_government in the — 


Union much more effective 


and all-embracing 
than is at present.’’ 


30. Whilst it is not for us to make any  pro- 


nouncement on the contentious proposals in con-_ 


nection with the future of Provincial Councils 
contained in the foregoing paragraphs, we can and 
do recommend the ‘adoption of the principle of 
regionalisation in the ADMINISTRATION of a 
national health service. 


But a clear distinction must be made between 
regions as elected local authorities and regionalisa- 
tien for administrative purposes. The former 
implies an area with boundaries adjustable only by 
legislation under the control of a constituted 
authority, the bringing into being of which will 
require protracted and difficult negotiations with 


the Provincial Councils, Divisional Councils and | 


urban local authorities. Delay will be occasioned 
by the time required for elections, by the time 
taken by each regional authority to complete its 
plans, engage technical staff and so on. Under such 
a scheme the regional authority would derive its 
powers and its finances in part from the parent 
Provincial Administration, whilst its health policy 
and health programme would come to it, via the 
provincial authority, from the central authority. 
It would have to be a taxing authority and for 
that reason would be unpopular with communities 
already taxed three times—by the central autho- 


rity, the provincial authority and the local 
authority. It would have to maintain a staff of 


purely administrative officials to make representa- 
tions to the Provincial Administration, through 
which alone it would have access to the central 
authority on the one hand to local authorities 
on the other. The functions of such statutory- 
established regional authorities would be to main- 
tain—for this is the principal reason for bringing 
them into being—all personal health services in 
the region (hospitals, clinics, domiciliary visiting, 
school medical inspection, district nursing, etc.). 
This is the function visualised by those who recom- 
mended their creation. They are expected to dele- 
gate to existing local authorities executive respon- 
sibility for environmental services in their respec- 
tive areas; they will themselves be expected to 
maintain environmental services in areas where 
there is no effective local authority service. 


31. All these difficulties can be avoided if the 


administration. of personal health services, which 
will be the executive responsibility of the National 
Health Service, is carried out by purely adminis- 
trative regional units. Under such a scheme the 
boundaries would be adjustable in a moment by 
administrative decision. The coritrol would be by 
the regional organization deriving its powers, 
policy, programme and finance direct from the 
central authority, and advised by strong local advi- 
sory bodies on which there would be liberal repre- 
‘sentation of provincial authorities, local authorities 
and voluntary associations. The regional adminis- 
tration would not in this case be a taxing authority 
but would derive its funds from the national 
exchequer. 

_ In short, we recommend the creation of ad hoc 
regional administrations. . 









'% 32. In so doing, we are not blind to the very 
freal dangers pointed out by Mr. Randall in the 
jarticle quoted above, and propose to meet them 
. 


along the lines now to be suggested. 
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33. First and foremost, in the delimitation of 
regions, every effort should be made to follow 
boundaries as determined by natural, rather than 
by historico-political, factors; and as far as pos- 
sible to bring about coincidence of the regional 
health administrative areas with the regions estab- 
lished for administrative purposes by other Govern- 
ment Departments, especially Social Welfare, 
Labour and Agriculture. To illustrate: In the 
past, rivers have often been used as convenient 
boundaries between states, e.g., the Orange and the 
Vaal; whereas from the socio-economic viewpoint, 
peoples living along the basins of great rivers, have 
a community of interests which should unite them 
in single administration. Thus, so far as concerns 
the supply of health services, the area north and 
south of the Vaal at Vereeniging, should be under 
one,and the same authority; and the small towns 
north and south of the upper Orange River should 
likewise be linked together; nor is there any reason 
on grounds of health why the far northern tongue 
of Cape territory (including Mafeking, Vryburg, 
ete.) should continue to be separated from the 
Western Transvaal.. No doubt it would take time 
to bring about a complete coincidence of adminis- 
trative regions in regard to the several Depart- 
ments mentioned; but there is no reason why this 
aim should not be steadily pursued. 


34. In the second place, every effort should be 
made to secure codperation, particularly in matters 
pertaining to the promotion and safeguarding of 
health between regional health administrations and 
the local and provincial authorities operating in 
the regions. Such codperation will be easier if, 
as the Commission’s plan provides, they are not 
prejudiced by any. arguments as to financial respon- 
sibility. The financial responsibility for personal 
health and ill health services will be entirely that 
of the central Government, thus putting an end 
for ever to the wasteful and irritating system of 
part-refunds. 


35. But the very fact that the local. authorities, 
and even the provincial authorities, will be entirely 
relieved of responsibility for personal health ser- 
vices will strengthen the hand of the central health 
authority, operating through the regional adminis- 
tration, in insisting on much higher standards of 
environmental services. The latter will remain the 
primary duty of local authorities, now assisted by 
the Provinces using the funds which have been 
released through the taking over by the central 
Government of the responsibility for hospitals. 


36. The regional administration, in addition to 
executive responsibility for personal health and 
ill health services, will also have inspectoral and 
advisory functions in respect of the environmental 
services carried out by local health authorities 
throughout the region. 


37. It is recommended that the codperation be- 
tween the regional health administration and local 
(and provincial) health authorities in the regions, 
should be through regional health councils, on 
which there could be representatives of the local 
authorities, and also of voluntary bodies interested 
in health matters. The constitution of such coun- 
cils need not be uniform throughout the country. 
In more backward regions, e.g., Native Territories, 
there might be a fairly high proportion of appoint- 
ed members. Statutory provision should be made 
not only for the creation of these councils, but also 
for their meeting at prescribed intervals, for the 
attendance at all their meetings of the senior 
officers of the regional health administration, for 
the reference of disputes between administrative 
officers:and their Advisory Councils to the higher 
authorities, and so forth. Full details of these 
proposals, which are designed to safeguard local 
democratic rights over and against bureaucracy, 
will be given in Chapter 30. 
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38. The Regional Health Councils will thus con- 
stitute a forum for discussion between representa- 
tives of the various local authorities. They will 
get to know each other and each other’s difficulties, 
and will gradually come to take a regional rather 
than a local view of health problems. Moreover, 
under the tutelage of the National Health Service 
administration, they will come to realise how close- 
ly health is bound up with environmental condi- 
tions generally. All these things will lead naturally 
towards an ultimate desire for a _ constituted 
regional authority, instead of resistance to an 
attempt to impose prematurely upon an unready 
and perhaps unwilling public a system of regional 
government, for which there is no widespread 
demand, and which would bring about a sharp 
conflict with some, if not all, of the Provinces, 
and probably with some of the local authorities as 
well. Until the movement towards the establish- 
ment of general-purpose regional units of govern- 
ment has reached its spontaneous culmination, it 
would be unwise to force the immediate establish- 
ment of democratically-elected regional councils. 


CHAPTER XXV. 





THE PROVINCES IN THE NATIONAL 
HEALTH SERVICE. 


1. ‘The best introduction to the extremely impor- 
tant matters to be discussed in this chapter, is a 
brief survey of the constitutional, financial and 
administrative relationships between the Union 
Government and the Provinces. 


The legislative background against which the 
existing health services, including hospital ser- 
vices, have developed, has been described in Chap- 
ter 5. In the historical introduction to Chapter 
14, the history of hospitals in this country has been 
traced from their early days when they were meet- 
ing places of ‘‘ mercy and healing ’’, to the present 
day when they constitute a highly specialised and 
technical service. 


2. The most important fact of the constitutional 
_ aspect is that the Union of the four Colonies in 
| 1910 was a union and not a federation. The four 
' Colonies surrendered their sovereign status to the 
Union and themselves became Provinces of the 
Union, not constituent states within a federation. 
Supreme legislative power was vested in the Union 
Parliament by section 19 of the South Africa Act. 
It is not the case that the Provinces surrendered 
some powers to the Union Government, reserving 
the remainder to themselves. They surrendered 
them all; and under the Constitution, certain 
secondary powers to pass ordinances were assigned 
to the Provinces by section 85. The degree of 
Sun omy of the Provinces is governed by the 
acts :— 


(i) that ordinances do not take effect unless 
assented to by the Governor-General-in-Council 
(section 85) which, in terms of section 13, means 
the Governor-General, acting with the advice of 
the Executive Council of the Union; 


(ii) that an ordinance when passed has effect 
~ “as lone and as far only as it is not repugnant 
to any Act of Parliament ”’ (section 86). Thus 
any Act of the Union Parliament, even on a 
subject within the competence of a Provincial 
Council, would automatically abrogate any 
repugnant provision in a Provincial ordinance. 
This situation is not affected hy the passing of 
Act No. 45 of 1934 which entren¢hes, but does not 
enlarge, the powers of Provindal Councils. 

It replaces the old section 149 of the South 
Africa Act, which provided for the alteration of 
provincial boundaries in certain circumstances, by 
a new section 149 which provides that :-— 
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- Treasury to the Provinces are ‘“‘ block grants fo! 


Parliament chal n0t=— 


(a) alter the boundaries of any Province, 
divide a Province into two or more Provinces, 
or form a new Province out of Provinces with. 
in the Union except on the petition of the 
Provincial Council of every Province whose 
b@undaries are affected thereby; or 

(6b) abolish any Provincial Council o1 

‘abridge the powers conferred on Provincia] 
Councils under section 85, except by petition 
to Parlhament by the Provincial Council con- 
cerned. 


An interesting example of the operation of the 
1934 Act was afforded by the transfer in 1940, of 
the control of pauper relief from three of the 
Provinces to the Union Government, whilst a 
fourth retained it. 


3. The principal functions assigned to the 
Provinces in 1910, were the control of education 
other than higher education, roads, local govern- 
ment and. general hospitals. During the first ten 
years of Union the Provinces concentrated mainly 
on the development of education; during the next 
decade, doubtless in response to the growth of motor 
traffic, there was a great increase in provincial road 
systems; the third decade after Union saw a great 
expansion of provincial hospital services, which 
still continues. It will be noted that local govern- 
ment does not figure in the foregoing brief-review. 
The purport of this observation will become 
apparent later. 


4. The financial relationships between the 
Provinces and the central Government have been 
the subject of much discussion, several commissions, 
and numerous changes. During the first few years 
of Union, the Provinces received from the Union 
Treasury a subsidy of one-half of their ordinary 
annual expenditure. After several somewhat ten- 
tative modifications of this principle, in i925 
financial relations were stabilised on a basis which, 
generally speaking, has remained to the present 
day. The provincial subsidies from that date have 
been based upon a -formula which takes into 
account the number of non-Native children at 
school in each of the Provinces. 


This basis was adopted simply as a matter of 
convenience. Similarly, area, population, number 
of hospital beds, mileage of roads or some other 
arbitrary factor might have been chosen as the 
basis of calculation. The formula adopted has led 
to the erroneous impression that the grants fron 




















education ’’. This is not the case. They are an 
inclusive subsidy towards the general expenditure 
on all legitimate services, including roads, hospi- 
tals and other provincial functions. 


In practice the total amount spent by eac. 
Province on education normally exceeds the 
Provincial grant from the consolidated revenue 
funds; but it would be quite legal and moral for a 
Province to spend less on education and divert 
some of its grant to other services, such as roads 
and hospitals. This is borne out by the followings 
paragraph which appears in the Report of the 
Provincial Finance Commission appointed in 1933 


(U.G. 46/1934). . 


‘* While a Government subsidy based upon 
educational statistics appears to have worked 
reasonably well during the eight years it has 
been -in operation, there are a number of more 
or less serious objections urged against its con) 
tinuance. In the first place it has Jed to | 
confusion of ideas, to wit that the subsidy 1 
paid to defray the cost of education only, fe 
getting that while based’ on education, as beins 
the chief source of expenditure of the Province 
it is really the Union’s main subsidy towards the 
cost of the whole of the Provincial services 


f 
a 


including roads, hospitals and other local govern- 
ment functions. An illustration of this confusion 
was found in Natal where the Indian community 

-eonsidered it a grievance that the Natal Educa- 
sion Department did not devote the whole of the 
£5. 5s. annual per caput grant towards Indian 
education, but diverted a small portion of it to 
other Provincial services.’’ 


5. With regard to Native education, however, 
different basis was established in 1925. It was 
hen arranged that the central Government should 
rovide Provinces with funds for Native education 
nd that these funds be specifically earmarked for 
his service, and not diverted to any other. There 
vas to be a block grant from the Treasury, cal- 
ulated upon certain heads of expenditure incurred 
n previous years, and in addition gradually 
xpanding allotments from the Native Develop- 
1ent Fund derived from Union Native. taxation. 
‘he Provinces themselves were required to discon- 
inue the direct taxation of Natives. 

| 

6. Another interesting example of earmarked 
ubsidies is afforded in the services undertaken 
y the several provincial roads departments in con- 
tructing national roads. As long as there was 
ittle inter-provincial travelling by road, the main- 
enance of roads was entirely a provincial respon- 
ibility, but, with the advent of the low-priced car, 
he provision of good arterial roads became a matter 
£ nation-wide interest and importance, just as 
ealth has today become a matter of national con- 
ern. Neither with satisfaction to the travelling 
ublic, nor with equity to the Provinces, could it 
e left to the Provinces with their varying 
esources and varied liabilities arising from 
ifferent types of terrain from a road-making point 
£ view. Thus it was that in 1935 the National 
toad Board and the National Road Fund came 
nto being. 


7. Before leaving the subject of financial rela- 
ions, reference must be made to what was desig- 
ated in Paragraph 11 of the Report of the Pro- 
‘incial Finance Commission (Roos Report) U.G. 
6 of 1934, as ‘‘ the first principle of Provincial 
‘finance ’’. The paragraph in question has been 
eproduced in Chapter 24: briefly. it implies that at 
east half of the annual expenditure of the 
*rovinces should be raised by Provincia] taxation 
nd that the Union subsidy should not exceed this 
mount. 


8. Whether by design or accident, the formula 
\dopted in 1925 as the basis for Provincial sub- 
idisation has resulted in a general adherenee to 
he ‘‘ First Principle ’’ of the Roos and Murray 
Reports. Nor has this been affected by the 
‘elatively small earmarked subsidies in respect of 
Native education and national roads. 


Existing Provinctan Funcrions 1x REGARD 
to Hospitats. 


9. Hospitals were assigned to the Provinces by 
section 85, sub-section (v), of the South Africa 
Act. They were linked with ‘‘ charitable institu- 
tions ’? and in 1910, were regarded as being of the 
same nature. The idea that hospital services, like 
primary education, were a citizen right, was not 
yet born. In practice a-hospital came into being 
mily as the result of local initiative. This is 
illustrated by the few public general hospitals in 
Native Territories, where the Provinces have 
assisted hospitals which have been brought into 
being by philanthropic effort. As the Natives in 
these areas are unable to organize themselves into 
effective local bodies for the establishment of hos- 
pitals, in accordance with the provision of the 
arious relevant provincial ordinances, | public 
lospitals, as contemplated in those ordinances, 
imply do not exist in purely Native Territories. 
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10. The term hospital was not defined in the 
South Africa Act. ‘Twenty-four years afterwards 
we find in Paragraph 185 of the Report of the 
Provincial Finance Commission, U.G. 46 of 1934, 
the question: ‘‘ What is a hospital? ’’ In replv 
the following statement is supplied :— 

‘The word ‘ hospital’ in its narrower sense 


means a place for the care of ordinary cases of , 


sickness, but in its wider sense it comprises insti- 
tutions caring for all cases of bodily or mental 
afflictions. 
the South Africa Act has been read by the 


Provinces in the narrow sense of ‘ General Hos- | 


pital > with the exception, however, that it is to 
include Chronic Sick Hospitals or Infirmaries, 
as the function of the Province.’’ 


Only one of the Provincial Administrations 
regards the provision of maternity hospitals as 
necessary and falling within its scope. The view 
held in the Transvaal is reflected in the recent 
report on a free hospitalisation scheme, wherein 
it is maintained that childbirth is a physiological 
process, and, therefore, should take place, when 
normal, at home and not in an institution. In 
conformity with the above definition, mental hospi- 
tals and institutions for the accommodation of 
lepers were, from the beginning, placed under the 
central and not provincial government. Similarly, 
infectious diseases hospitals, including tuberculosis 
and venereal diseases hospitals, are established and 
maintained by local authorities or in some cases by 
the Union Department of Public Health. 


11. Furthermore, reference to Table ‘‘ A” in 
Chapter 14 of this report will show that, of the 
total number of beds which are available in this 
country for medical and surgical cases, public 


‘general hospitals under the control of Provincial 


Administrations account for only a percentage of 
the total. Private hospitals, nursing homes, mine 
hospitals and mission hospitals provide almost as 
many beds as those provided by the general hospi4 
tals under provincial control. 


12. An appraisement of the control of hospital 
services in this country must take into considera- 


_ tion also the inspectoral supervision of private hos- 


pitals and nursing homes. This, as has been pointed 
out in Chapter 14 has not been a function of the 


Provinces but of the Central Health Department, - 


acting, insofar as mine hospitals are concerned, 
indirectly through the authority conferred upon 
the Director of Native Labour under the Native 
Labour Regulation Act, and insofar as private 
nursing homes are concerned under the authority 
of the Nursing and Maternity Home Regulations 
promulgated under Section 133 of the Public 
Health Act. Under the legislation cited, the 
inspection of private nursing homes has_ been 
carried out by officers of the Department of Public 
Health, except that the Department has delegated 
this duty to full-time medical officers of health, 
who are officials of local (not provincial) autho- 
rities, in most of the larger towns. Recently the 
Natal Provincial Administration has taken over the 
inspection and general control of this class of hos- 
pital, but not of mine hospitals. Mission hospitals 
are not compulsorily registrable, except now by the 
Natal Provincial Administration, inasmuch as 
nursing there is not carried out ‘‘ for gain ”’. 
Nevertheless, they are encouraged to submit to in- 
spection and registration, and in practice most of 
them have done so. 


13. Even in regard to provincially-controlled 
hospitals, inspection was for many years carried 


out by medical officers of the Union Health Depart-— 


ment, in the three provinces in which the imme- 
diate executive control of these institutions is in 
the hands of local autonomous hospital boards. 
The reports of such inspections were sent both to 


By consent the term ‘ Hospital’ in | 
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the Board concerned and to the Provincial 
Administration. In Natal, however, where the 
public hospitals have always been under the direct 
control of the Provincial Administration, inspec- 
tions by officers of the Union Health Department 
have never taken place (except at Grey’s Hospital, 
prior to 1922). Since the appointment during the 
last two or three years by the other three Provinces 
of Directors or acting Directors of Hospitals, the 
inspectoral functions which had then previously 
been carried out by the Union Department of 
Public Health have now been transferred to the 
newly-appointed provincial officers. 


14. A study of the provincial finances during the 
years 1939 to 1942 shows that the percentage of 
their total budgets spent on hospital services alone, 
amounts to :— 








1939-40. 1940-41. 1941-42. 


(Per cent.) 
7-27 





(Per cent.) | (Per cent.) 
6°75 7:29 





Natal. nines Prerispeup a3 13-85 14-13 14°75 
Transvaal... 0s o> sina 9-76 11-04 12-00 
Orange Free State..... 6-16 6-68 5-47 
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The total expenditure for all four Provinces in 
respect of hospitals during 1941-42 was £1,457,000. 
The total provincial expenditure on all services 
is in the neighbourhood of seventeen million 
pounds. These figures are of interest as a com- 
mentary upon the fear which has been expressed 
by the Provinces themselves, that, if they surrender 
the control of hospitals, it will be the beginning 
of the end of their control of anything. The truth 
is that were hospitals surrendered by them, the 
normal expansion of activities in respect of their 
remaining functions would, in a very few years, 
more than make up for the loss. For example, an 
expansion of only 10 per cent. in education services, 
in any of the Provinces, would represent consider- 
ably more than half the total cost of its hospital 
services. 


15. We must now consider the central adminis- 
trative machinery created by the Provinces for 
the control of hospitals, and compare it with that 
provided for the control of education and of roads. 
Up to less than three years ago none of the Pro- 
vinces had established at Headquarters a depart- 
ment of hospitals staffed by. technical or .profes- 
sional officers. It is true that, as already noted, 
the Provinces have now all appointed directors or 
inspectors of hospitals; but there has yet been no 
time for them to build up a proper technical and 
professional organization and céntral staff. 


16. The planning and successful administration 
of hospital services on a large scale, as an integral 
part of the complete range of services which are 
the expression of the modern conception of health, 
calls for comprehensive knowledge and experience 
of the wider field of public health control and 
outlook. These are not qualities which are neces- 
sarily possessed by those who have been successful 
merely as superintendents of individual hospitals. 


17. Nevertheless, the provincial achievement in 
the discharge of hospital functions under the exist- 
ing constitutional and financial provisions has been 
impressive and conscientious, both in the quality 
of the services, and in the number of beds which 
has been made available in the public general 
hospitals under direct or ultimate provincial con- 
trol. Tables demonstrating this progress have been 
given and discussed in Chapter 14 of the report, 
to which reference should be made. One striking 
fact, however, emerges from a consideration of the 
figures given there, particularly those relating to 
the ratios between persons and hospital beds. There 
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are marked inter-provincial differences, both in the 
rate of progress and in the ratios existing to-day ; 
differences which do not reflect variations in fun- 
damental needs, but in the ability, willingness and 
resources to meet those needs. Thirty-four years 
have not sufficed to level out the initial inequalities. 


The general position today is that the total 
number of beds available for Europeans in public 
general hospitals, plus those available in private 
hospitals, is approaching adequacy. ‘The actual 
number. is nearly 12,000, giving a ratio of one 
bed to 180 or 190 persons, which is actually highe1 
than that laid down by the 1927 Hospital Survey 
Committee. | 


18. The period of rapid expansion of hospital 
provision for Europeans is, or should be, nearly 
over. If not so, then the remedy is not to multiply 
hospitals but to strengthen the personal preventive 
health services. In regard to beds for non- 
Europeans the number available in public general 
hospitals, plus those available in mission hospitals, 
is barely 10,000 for a population of approximately 
eight million people. The following table takes 
account of beds available in public and mission 
hospitals only and excludes mine hospitals, infec- 
tious diseases hospitals and maternity hospitals. 
Indians and Coloureds are included with Natives, 
as it is impossible to get separate figures :— 


Number of Persons to One Bed. 
Non-European Population: Union. 





1936. 


| 1927 1941. 
Cape Province......... 2,308 1,442 989 
Nataliacyasteh seme 1,469 683 565 
Transyaalos 2h... ssue8 2,831 1,415 944 
Orange Free State..... 7,603 2,302 1,801 


19. The Hospital Survey Committee of 1927 laid 
down a standard for the non-European population 
of 700 per bed. This might have been justified, 
at the time, on two grounds: the non-Huropean 


' population, being mainly rural, did not suffer from 


‘clearly enough for several years past by the Pro- 


as much sickness as the European, of which a faz 
higher proportion was urban; and the non- 
Europeans, particularly Natives, would not go to 
hospital even when sick. But there is clear 
evidence today that the 1927 standard can ne 
longer be accepted, because :—there is more sick- 
ness, certainly in the towns, among non-EKuropeans 
than among Europeans; Natives are very rapidly 
becoming more willing to enter hospitals; and, on 
account of the poverty of their domestic resources, 
non-Kuropeans often require hospitalisation in cases 


where a European could be nursed at home. 


- Thus the ratio of 1:700, which in any case 
has been achieved. in only one Province, is quite 
inadequate. A standard of at least 1:200 is 
required for the rapidly increasing urban Native 
population. Medical men such as Drs. R. D. 
Aitken and A. H. Tonkin in their evidence, lait 
down a minimum ratio of 1:500 for all Native 
in the Union, basing this on considerable: expe 
rience of the needs under discussion. 7 













‘If these views be accepted, and they must be, it 
is clear that, in contrast with the position in rega 
to European hospitalisation, a very great increa: 
of the provision for non-Europeans will be require 
within the next few years. 


20. The inescapable and enormous growth in the 
cost of Native hospitalisation has heen perceived 


vinces themselves, and has heen the subject 
strong and persistent representations to the Unio 
Government. There is the demand, for example, 


¥ 


; 


that the powers of the Provinces to impose direct 
taxation upon Natives, taken from them in 1925, 
be restored; although it is difficult to see how, 
even if the Provinces had this power, they could 
by its exercise raise more than the merest fraction 
of the cost of Native hospital services from the 
Natives themselves, who generally are too poor 
to be taxed any further. 


21. At present the number of beds in public 
hospitals for which the Provinces are financially 
responsible, is roughly the same for non-Europeans 
as for Europeans. As the major increase is to be 
in non-European beds, it is clear that hospitalisa- 
tion of non-Kuropeans will account for the greater 


part, and ultimately much the greater part of 


hospital services as a whole. The ratio of non- 
Kuropean to European is as four to one, and even 
assuming a lower bed-ratio for the rural Natives, 
over the whole country the figure may well be 
three times as many beds for non-Europeans as 
for Europeans. 


wees The Provincial Administrations argue that 
the same authority should contro] all hospitals, and 
thus far the argument may be accepted. But they 


go on to say that the Provinces should be the. 


authorities, that is, four provincial authorities 
instead of a single national authority are to exist 
and. be subsidized by the central Government to 
the extent of at least 50 per cent. Ultimately, 
if the argument in the preceding paragraph is 
accepted, this will mean that the greater part of 
the total cost of hospitalisation will be borne by 
the Union Government. 


Tue Pract or Hospitrats 1n Mopern Herautu 
SERVICES. 


23. As we look towards the future, we are con- 
fronted with fundamental changes in the basic 
concepts which have taken place since 1910 in 
connection with modern health services and the 
new responsibility of the State in connection with 
them. 
envisage health services in their entirety as a 
national communal responsibility. Environmental 
services—then, as now, the responsibility of local 
authorities, but without the assistance from the 
central authority now afforded by sub-economic 
housing loans and the part-refund on the salaries 
of whole-time health personnel—alone were a com- 
munal responsibility. Nutrition services were not 
thought of at all: the first vitamin had yet to be 
discovered! health education services were em- 
bryonic, hygiene as a school subject being still 
regarded as a bit of a fad; and Truby King, whose 
system did so much not only to educate mothers 
but also to gain acceptance for the idea of health 


education in other matters, was a name as yet 
Personal health services were the con- 


unknown. 
cern of individuals, the State giving somewhat 
meagre assistance, as a inatter of charity to 
paupers. Ante-natal and infant welfare clinics 
and school medical inspections were non-existent ; 
whilst hospital services were based on payment to 
the limit of individual capacity either as an indi- 


vidual ot as a member of an organized benefit 


society, with free treatment given only to those who 
were certified by a magistrate or an almoner as 
pauper or poor. : 


' Today the position is quite different. Through- 
out our enquiry there have been the strongest 
representations and the most insistent demand from 
all sections of the people of this country for a 
change-over from the present arrangements. The 
ery now is for a system whereby not only hospital 








we but a part, shall be made available to all, 
nd shall become a national instead of an indivi- 
ual responsibility. 


The Constitution then established did not 


services but all personal services, of which hospitals - 
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24. A new situation has, therefore, arisen since 
the South Africa Act was framed, inasmuch as 
hospitals are expected not to be dependent in the 
first instance on philanthropy for their provision, 
but are regarded as a service to be provided for all 
citizens according to their needs. It is this new 
situation, brought about by changed concepts, with 
which the Commission has been faced, and with 
which it is called upon to deal. 


Implied in such a change-over are far-reaching 


legislative, administrative and financial reforms.. 


Thus the proposal, a whole generation after the 
founding of Union, to transfer from individuals 
to the national community the entire financial 
responsibility for, and consequently the organiza- 
tion of, all personal health services, which are to 
be developed in accordance with the liberal modern 
conceptions of health, means that 


(a) IT IS PROPOSED TO ADD TO THE 
FUNCTIONS OF THE STATE ONE WHICH 
DID NOT EXIST AND WAS NOT CONTEM- 
PLATED BY THE FRAMERS OF THE 
CONSTITUTION, and that, therefore, 


(5) IT IS VAIN TO APPEAL TO THE 
CONSTITUTION OF 1910 FOR A DETERMIT- 
NATION AS TO WHICH OF THE COM- 
PONENTS OF THE STATE THEN CREATED 
SHOULD NOW BE MADE RESPONSIBLE 
FOR THIS NEW FUNCTION. 


25. It has been noted previously that the term 
‘* hospital ’’ was not defined in the Act of Union, 
and that fourteen years later there was still some 
discussion as to its precise connotation. This lends 
particular interest to the definition, not of ‘‘ hos- 
pital ’’, but of ‘‘ hospitalisation ’’ submitted to the 
Commission by two of the Provinces. By this 
definition “‘ hospitalisation ’’ claims to include out- 
patient and domiciliary medical services, district 
nursine and midwifery services, social welfare and 
rehabilitative services, dental clinics and so forth, 
some of which may not even be based upon a hos- 
pital. Clearly this interpretation pertains not to 
“hospitalisation ’’ at all, but to the complete 
range of personal curative services. It has at least 
the merit of recognising that hospital services can 
no longer be considered apart from services 
which lie outside the walls of hospitals, and that 
they should be integrated administratively and 
executively with all other personal health services. 
But it is surely not permissible to base a claim for 
the control of all curative services, extra- as well 
as intra-institutional, upon an appeal to the Con- 
stitution, after having first enlarged the definition 
of “‘ hospitalisation ’’ to include services which the 
framers of the Constitution certainly did not regard 
as falling within the scope of ‘‘ hospitals ’’. 





26. When a new function of Government is | 
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established, not clearly assignable to any particular | 


authority already existing within the framework of | 


the State, the simplest course is to assign it to the 
authority most competent to carry it out. 


27. The suggestion has been made, notably by 


the Natal Provincial Administration, that health 


services in their entirety should be regarded as a 
function of the Provinces; in other words that this 
admittedly new function of the State should be 
assigned to the Provinces in the same way as the 
control of education’ and of roads has already been 
assigned. There are two difficulties with regard to 
this suggestion. The first is that if it were carried 
out, the result would be the establishment of four 
sub-national health services instead of a single 
organized national health service, as definitely 
required by our terms of reference. South Africa, 
with its relatively small population, has insufficient 


personnel for the successful establishment of four 


separate services of as technical a nature as those 
relating to the care of health. It is true that the 
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sponsors of this suggestion refer to the possibility 
of coérdination and codperation between the four 
provincial services. The history of attempts to 
secure such coédrdination in the past in regard, for 
example, to obtaining uniformity in the conditions 
of service of teachers and nurses, does not encour- 
age optimism in this regard. Even the Inter- 
Provincial Consultative Committee, which was 
established in 1935, for the purpose of achieving 
such coérdination, has not proved very effective in 
realizing this aim. In this connection the follow- 
ing quotation from the official memorandum of the 
Cape Provincial Administration is of interest :— 


** An attempt was made in 1988 to revise the 
financial relations between the Provinces and the 
Union Government by means of the Malherbe 
Report on Subsidy which was discussed in the 
Consultative Committee meeting. | Had _ this 
report been adopted, it would have provided a 
solution to the financial problems of the Cape. 
The proposal was wrecked, however, by the oppo- 
sition of the Transvaal which was not prepared 
to accept it owing to the fact that the Province 


would have received slightly less subsidy than | 


hitherto. The Union’ Government demanded 
unanimity which was not forthcoming, and the 
matter was accordingly dropped. It seems unfair 
that the Transvaal Province, through the acci- 
dent of its geographical position and consequent 
possession of most of the mineral wealth of the 
Union should be able to propose to provide free 
health services to its population when the other 
Provinees are not able to do so. In this connec- 
tion it can be pointed out that the greatest 
demand for Native hospitalisation at the Cape 
emanates from the Transkeian Territories whose 
inhabitants form a large part of the reserve from 
which areas the mines draw their Native labour. 
The Transvaal, therefore, not only receives the 
benefit of these Native labourers, but also the 
pass-fees which such labourers pay when they are 
employed in the Transvaal, the tax amounting 
in the aggregate to approximately £645,000 per 
annum. On their return from the mines large 
numbers of these Natives require hospital treat- 
ment which this Province has to provide.’’ 


The foregoing extract suggests several interesting 
reflections. Not only are the financial resources of 
the several Provinces, absolutely and relative to 
their populations, unequal, but there are consider- 
able disparities in the proportion of Natives to 
Europeans. According to a memorandum attached 
to the report of the Native Affairs Commission for 
1939-40 the ratios are: in Natal 8 to 1; in the 
Cape 2:5 to 1; in the Transvaal 2-9 to 1; and in 
the Orange Free State 2:7 to 1. The Cape has in 
addition a large population of poverty-stricken 
Coloureds, and Natal considerable numbers of 
Indians. It is obvious, therefore, that if the 
development of health services as a whole is left in 
the hands of the Provinces, considerable inequali- 
ties are bound to arise, particularly in regard to the 
provision for non-Kuropeans. Historically, one of 
the principal reasons which led to the establishment 
of Union was the desirability and indeed necessity 
for a uniform Native policy, and at this point the 
following quotation may be given from a recent 
report (U.G. 42-41) of the Native Affairs Commis- 
sion, of which the present Administrator of Natal 
was at the time a member :—. 


** There should not be at this date, after the 
adoption of a national Native policy by the 
Union Parliament, any logical resistance to the 
transfer of Native hospitalisation from provincial 
bodies on which the,» Natives have no form of 
representation and which have jo machinery for 
coordinating the efforts of Native public health 
with Native hospitalisation.”’ 


28. It becomes more and more evident that 
inability to provide adequately for Native health 


needs, is the Achilles’ heel of the provincial case 
for control of the new order of health services 
envisaged in this report. Should the suggestion 
made in the report of the Native Affairs Commis- 
sion, for the transfer of Native hospital services 
from the control of the Provincial Administrations 
to that of the central Government be implemented, 
one result at least would be the aggravation of the 
present confused state of affairs of which so much 
complaint is made. For there would co-exist, now, 
not only four separate provincial health services 
but also a fifth supra-provincial national Native 
health service, with duplication of services in many 
areas where there are mixed populations. 


Even if Native health needs were treated in a 
separate organization, there would still remain the 
probability of unequal standards in the several 
Provinces in relation to services provided for 
Europeans. Any attempt on the part of the Union 
Government to take into account the differences of 
provincial financial resources, might meet with the 
same fate as that described in the memorandum of 
the Cape Provincial Administration quoted above. 
Apart from this special difficulty, there is the 
added one that the present cost of health services, 
in accordance with the modern conception of 
health, would be far beyond the financial resources 
of any of the Provinces, with the possible exception 
of the Transvaal, even if they received a 50 per 
cent. subsidy from the central Government. If the 
subsidy were to be on a greater percentage basis, 
there would at once be a violation of the “‘ first 
principle’? of the Roos and Murray Reports 
already referred to. chy 


29. One of the Provinces has recently proposed 
a free hospitalisation scheme, under which hospital 
care would become a citizen right. It is of the 
very greatest importance to note that even this 
Province, commonly regarded as the wealthiest of 
the four, seeks additional taxing powers in order 
to finance the scheme in regard to Europeans, and 
in regard to Natives a special subsidy (which will 
eventually amount to the greater part of the cost), 
from the central Government. In other words, free 
hospitalisation alone, leaving out of account the 
wider range of the pre-hospital and post-hospital 
personal health services, is beyond the financial 
resources, as at present constituted, of this the 
wealthiest of the Provinces. 


30. What is the position to be with regard to the 
other Provinces not so favourably placed finan- 
cially? If one or more of the Provinces established 
free hospitalisation, would the other Provincia! 
Administrations continue their hospital services on 
the present part-paying basis, or would they be 
compelled to yield to the popular demand to come 
into line with the other Provinces? If so, how 
would they meet the budgetary implications? 


31. We have examined the abovementionec 
scheme of free hospitalisation against the following 
criteria : — 

The ultimate aim of all health reform, nei 
that of hospital services, is to improve the health 
of the people. q 

Hospitalisation is only one of the many impor. 
tant parts of the machine necessary to product 
health, and can never, by itself, achieve that aim 


Its introduction in one part of the country, fo 
one section of the people, would impede ant 
jeopardise national schemes aiming at the solutiol 
of the whole problem. 


The independent provision of free hospitalisatiol 
would probably waste valuable public funds b; 
creating a ‘‘ bed ’’ habit, in the same way a 
national health insurance schemes create a ‘“‘bottle’ 
habit. } 






Such a scheme would interfere detrimentally 
with our aim to organize a national health service, 
which will improve health and minimise the need 
for hospitalisation. 

The National Health Service visualised in this 
report, is that of a big edifice of which the basis 
must be the prevention of illness, accidents and 
other miseries, and in which hospitalisation would 
oceupy one of the higher floors, to be used only 
when all other measures provided by a national 
health service have failed. If one of the higher 
floors is started somewhere in the air, it will 
inevitably crash down and damage the whole 
structure. 


32. In addition to the foregoing considerations, 
there are several others which make it essential 
that hospitals be placed under national control. 
The transfer of hospitals to the single central con- 
trol of a national health service, would make much 
easier and more effective, a correlation of hospitals 
with several aspects of health services, which are 
of great national importance. It will be possible 
to organize clinical research in connection with 
diseases of wide-spread occurrence, more particu- 


larly researches in which the collection and analysis | 


of a large number of cases is necessary. It will 
be easier to utilise the national resources for train- 
ing the personnel necessary for a national health 
service—doctors, nurses, dentists and auxiliary 
personnel, etc. This is of great importance, if, as 
has been strongly recommended by the Botha Com- 
mittee, there be established a compulsory internship 
as a feature of medical education. It will facilitate 
the establishment of national services for radio- 
therapy and orthopaedics, for tuberculosis and 
venereal diseases, etc. Finally, it would be greatly 
to the national advantage to place curative, includ- 
ing hospital services, under the same control as all 
other personal health services. Such an arrange- 
ment would provide a strong stimulus to the single 
controlling authority to make its personal preven- 
tive health service as effective as possible, inasmuch 
as failure in this department of its activities would 
involve it in the provision of increased hospital 
services, which are notoriously the most expensive 
oranch of health services. 


33. Another suggestion which has been sub- 
mitted is that the central Government should 
“delegate ’’ to the Provinces the carrying out of 
nealth services according to a national plan made 
oy itself. A corollary of this suggestion, however, 


s that the central Government would supply /all - 


he funds; which, as has just been noted, would be 
1 violation of the first principle of provincial- 
entral Government financial relationships. More- 
yver, as has also been previously emphasised in 
his report, if and when a tunction is assigned to 
he Provinces, they must be left free to carry it 
ut according to their own conceptions and not 
compelled to carry it out according to conceptions 
nitially imposed upon them from above. It is 
ndeed doubtful whether any of the Provinces 
vould be prepared to accept responsibility for 
vealth services under mere delegation from and the 
trict control of the central Government, that is to 
ay, become executants for volicy not of their own 
nitiation. We have already noted that attempts 
0 impose uniformity or even coérdination of policy 
n respect of provincial functions, either by the 
entral Government or by consultation between the 
Provinces themselves, has not met with much 
uccess in the past. 


Hosprrats INSEPARABLE FROM OTHER CURATIVE 
SERVICES. 


84. Reference has been made to the insepara- 
vility of hospital from other health services, 
yarticularly curative. This point requires elabora- 
jon and emphasis, in view of the suggestion that 
erovinces might retain the control of hospitals 


; 
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even although the remaining curative services are 
placed under the control of other authorities. It 
may be noted that every commission which has 
dealth with these matters, has commented upon 
the unsatisfactoriness of such a position from the 
point of view of smooth working and efficiency. The 
Committee ‘of Enquiry re Public Hospitals and 
Kindred Institutions of 1925 (U.G. 30-25) was 
emphatic in its view that all hospitals should be 
under central control. The Hospital Survey Com- 
mittee of 1927 strongly recommended the transfer 
of hospitals to the central Government. Every Sec- 
retary for Public Health has furnished similar 
advice. Sir Edward Thornton has been equally 
emphatic before the present Commission. An indi- 
cation of the confusion which is likely to arise, or 
rather to be perpetuated, is afforded in the recent 
Report. of Free Hospitalization in the Transvaal. 
At every turn this report seeks to link hospitals 
with ‘‘ decentralized ’’ out-patient clinics and 
domiciliary (district surgeons’ and district nursing) 
services—the pre-hospital phase of curative ser- 
vices: and with rehabilitative and orthopaedic ser- 
vices—the post-hospital phase. It suggests an 
elaborate system of refunds and ‘‘ codperation ”’ 
between the Provincial Administration, the Depart- 
ment of Public Health and the local authorities 
as to both executive and financial responsibility 
which, however foolproof it may appear to be on 
paper, would in practice undoubtedly give rise to 
even worse confusion, uncertainties and disputes 
than those which exist today. 


35. Hospital and all other personal health ser- ” 


vices, both preventive and curative, must be on 
a national basis under one authority responsible 
both for the execution and their financing, if we 
are to have a national health service in conformity 
with our terms of reference. Such an organization 
would transcend all provincial and parochial boun- 
daries, all geographical and administrative 
divisions, so that the citizens of South Africa, 


Europeans and non-Europeans, in health and in | 
sickness, at home or in hospital, on this side of a | 


boundary or on that, would always be under the 


care of the same national service; no longer to be | 


hustled from one authority to another—attended 


by form-filling and interrogation, circumlocution, | 
Tf, in order to bring this | 
about, it is necessary to transfer to a national | 
organization from the Provinces one-tenth or so of | 
the | 


irritation and delay. 


their present activities, surely, even to 
Provinces themselves, the price cannot seem too 


high. 


36. The following resolution was passed at a 
Conference of Administrators and Executive Com- 
mittees held in Pietermaritzburg on Tuesday, 2nd 
March, 1943, and has been forwarded, through 
Ministerial channels, to the Commission for consi- 
deration : — 


‘‘ That this Conference, while supporting to 
the fullest extent the ideal of a national health 
service declares that the wellbeing of the people 
would be very adversely affected by the adoption 
of any scheme having as its objective the trans- 
fer of hospitals from Provincial to Union con- 
trol. It further declares that any ‘insufficiency 
in hospital accommodation, or difficulty in 


management which may exist, is directly due to | 
the financial relations at present existing between | 


the provinces and the central government and 

not to the absence of technical skill and know- 

ledge, or to the absence of professional or admi- 
nistrative ability.’’ 

We cannot see any reason to suppose, nor did 
the Conference which passed this resolution pro- 
duce anv argument in support of its 7mse dizxit, that 
the wellbeing of the people could be ‘“‘ very 
adversely affected’, by the transfer of hospitals 
from Provincial to Union control. On the contrary 
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in this report many reasons are given for the view 
that it would be to the advantage of the people’s 
health were such a transfer carried into effect. Our 
advocacy of this step does not rest, as the resolu- 
tion implies, upon any real or supposed failure of 
the Provinces to supply hospital accommodation 
as such. In this report tribute has been paid in 
full to the work of the Provinces in this regard. 
Our recommendation rests wpon the desirability of 
intergrating hospital services both with the extra- 
institutional phases of curative services and with 
personal preventive health services, nearly all of 
which at present le outside provincial control. The 
wording of the resolution quoted, in its pre-occupa- 
tion with hospitals and hospital beds, is itself an 
indication of the outlook which makes it so desirable 
for provincial hospital! services to be absorbed into 
a comprehensive national health service, whose 
major aim will be the promotion and preservation 
of health rather than the treatment of disease. 


37. It is incompatible with the conception of a 
national health service that the most important 
category of hospitals should’ remain under four 
separate authorities of equal rank, each with legis- 
lative powers and a policy of its own, not neces- 
sarily coérdinated with that of any of its compeers. 
It is not even the case that these four authorities 
are constituted in accordance with regional 
differences having any relation to health or disease, 
but according to lines drawn arbitrarily on a map 
in the past. 


Oruern Prersonat HeattoH Services SUPPLIED BY 
THE PROVINCES. 


38. In addition to the principal ‘share in the 
maintenance of public general hospitals, the 
Provinces maintain or contribute towards certain 
other personal health services both preventive and 
‘curative. * These are: 





The school medical services; 
District nursing services; 


Pauper medical relief (also non-institutional 
in Natal); 


Infectious diseases control; 


Assistance to voluntary organizations (charit- 
able institutions). 


As will be shown, all of these arise out of or are 
secondary to some one or other of the primary 
functions of the Provinces. These services have 
already received detailed consideration in the 
Survey chapters of the report, but are now about 
to be reconsidered from the viewpoint of provincial 
administrative responsibilities in relation to health. 


39. School Medical Services.—At a very early 
stage in the development of provincial functions, 


it was tacitly accepted that the medical inspec-’ 


tion of school children was a necessary concomitant 
of at least primary education services. The 
Provinces themselves have always made it clear that 
their interest in.the health of the child is secondary 
to their interest in his educability. An unhealthy 
or under-fed child is not as educable as one who 
is healthy and well fed. The medical inspection 
of school children commenced only in 1914; and 
even today it is universally conceded that the 
school medical inspectorate is totally inadequate. 
At first the service was strictly limited to inspec- 
tion, and children suffering from physical defects 
or disease were the subject of communications to 
their parents, upon whom rested the responsibility 
of taking the initiative with regard to remedial 
measures. This meant that in practice, only a 
small minority of the children aid actually receive 
remedial care, owing to the poverty of their parents 
and the paucity of free medical services available 
to them. Under strong pressure the Provinces have 
been compelled to provide remedial services, chiefly 


by way of school nurses and school clinics. Dental 
clinics have been an interesting offshoot, especially 
in the Transvaal, where there has also developed 
the very effective Transvaal Bilharzia Committee. 
Even so, the great majority of school children 
known to be in need of remedial medical care do 
not receive it. The whole of the school medical 
inspectoral and remedial services, excluding school 
meals, accounts for a total provincial expenditure 
of £70,000 per annum. 


40. District Nursing Services.—The Provinces’ 
interest in these services is linked directly with their 
control of public hospitals. Partly in order to 
reduce the demand for hospital beds, -particularly 
maternity, and partly in order to provide extra 
cases for pupil midwives, district nursing (mainly 
maternity) services have been established by several! 
hospital boards in large towns and by the Natal 
Provincial Administration direct. A portion of 
the cost of such service is met by the central health 
authority in terms of section 13 of Act No. 57 of 
1935, but a special proviso excludes the salaries 
of pupil midwives from part-refund. The passing 
of this Act gave a stimulus to the development of 
these services, but they constitute only a small pre- 
portion of district nursing services, and an almost 
negligible proportion of provincial medical services 
as a whole. It should be noted that, whereas the 
Department of Public Health subsidy specifically 
excludes pupil midwives from its purview, a sub- 
sidy from the Department of Native Affairs (paid 
from Native Trust funds) to certain Native hospi- 
tals, depends directly upon the provision of train- 
ing facilities, and a portion of it varies directly 
with the number of pupil nurses and midwives in 
training. This affords an interesting example of 
overlapping and even conflict of principles as 
between three sets of public authorities concerned 
with a public medical service—the Province, which 
supplies it, and the Department of Native Affairs 
and the Department of Public Health which sub- 
sidise it each from a different angle. — 


41. Pauper Medical Relief (non-instatutional).— 
At the time of Union and for many years after- 
wards the Provinces were responsible for pauper 
relief (which included medical pauper relief). In 
practice, however, domiciliary and most consulting- 
room medical pauper relief was given by district 
surgeons, appointed and paid by the Department 
of Public Health. No part of their fixed salary, 
which covers payment for most of the services they 
render to paupers, was chargeable to or refundable 
by the Provincial Administrations. However, when 
the District Surgeon incurred mileage fees (at the 
rate of ls. a mile) in respect of visits to paupers, 
and when he received special fees for operations 
(maximum £5 for even the biggest operation), these 
were charged to the Provincial Administrations. 
Thus, although pauper medical relief was custo- 
marily regarded as a provincial service, actually the 
central health authority always bore a substantial 
part of the cost. The position underwent a change 
in 1940, when in three of the Provinces, by their 
own consent, entire financial as well as executive 
responsibility for pauper relief was transferred te 
the Department of Social Welfare. Medical paupe1 
relief was scon afterwards transferred to the 
Department of Public Health. Natal, however, did 
not surrender these functions, on which in 1939-40 
the Administration of that Province expended 
£12,000. 


It should not be overlooked that most public 
hospitals at which there is a whole-time resident 
medical staff, provide free or nearly free service for 
out-patients; and in a few instances provide decen- 
tralised clinics. These services may be regarded 
as a form of pauper medical relief other than 
through the district surgeoncy system. The actual 
cost is borne by the Hospital Boards subsidised by 


: 


the Provinces, or by the Province itself in 
Natal and the two provincial hospitals in the 
Drange Free State, the sums being included under 
the Hospitals Vote, although strictly they are not 
in respect of hospitalisation but of extra-institu- 
tional services. 


42. Infectious Diseases Control.—Wherever 
there are no elected rural local authorities, the 
Provinces make a contribution to’ this service. 
Pheir legal liability to do so is contained in sec- 
tion 9 of the Public Health Act, in terms of which 
the central health authority has the executive 
power whilst the Provinces meet the cost. As 
explained in the introduction to Nathan. and 
lhornton’s work on the Public Health and Housing 
Acts, the justification for this arrangement is to 
be found in the fact that the Constitution assigned 
to the Provinces the control of local government, 
and if there is any area where there is no con- 
stituted local authority, the ultimate responsibility 
for this lack lies with the Province. Actually, 
the Provinces escape sdmewhat lightly from the 
consequences of this section, mainly because under 
rural conditions many infectious cases escape 
detection and it is by no means always. necessary, 
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or practicable, to isolate even those cases which 


have been detected. 


The result of these legal provisions is that in 
rural areas without local authorities, the cost of 
investigating outbreaks of infectious disease and 
of isolating infectious persons in isolation hospitals 
is met by the Province; which however, in cer- 
tain cases, recovers from the central health 
authority 50 per cent. of that portion. of the cost 
which it cannot collect from the sick persons them- 
selves—sixty-six and two-thirds per cent. in the 
case of formidable epidemic diseases and for the 
hospitalisation of communicable cases of venereal 
diseases. The cost of extra-institutional treat- 
ment of venereal disease is met entirely by the 
central health authority, for the reason that, even 
if there were a local authority in the area, it is 
not obligatory upon it to provide a scheme for the 
treatment of venereal disease on outdoor lines. It 
may also be mentioned that the central authority 
supplies free drugs for the treatment of venereal 
diseases whether on in-patient or on out-patient 
lines, and also free laboratory services. 


Over and above the foregoing, the Provinces 
meet a quarter of the cost to any local authority 
of isolating and treating persons suffering from 
tuberculosis in’ a communicable form. This pro- 
vision was added at a later date to the original 
Public Health Act. When the tuberculotic comes 
from an area in which there is no local authority, 
the Province becomes responsible, in terms of 
Section 9, for the share of the local authority as 
well as for its own under Section 50. In all cases 
the central health authority meets 50 per cent. of 
the cost. 


1t should be borne in mind that, in regard to 
leprosy, neither the Province nor the local 
authority bears any part of the cost. The total 
amount expended by the four Provinces by way 
of contributions to the cost of infectious diseases 
control—the service itself being supplied by the 
central and local authorities—is approximately 
£55,000 per annum, about one-sixth of the total 
cost of this service. » 


43. Assistance to Voluntary Organizations.—As 
has been pointed out elsewhere in this report, the 
mission hospitals receive much less than they feel 
they are entitled to in view of their discharge of 
a public responsibility, whether belonging to the 
Province or the Union Government. 


44. Rural Health Services.—Only in Natal, and 
there very recently, has any attempt been made 
by the Provinces to provide personal health ser- 
y preventive as well as curative. Here the 
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Administration, has set up a Local Health Com- 
mission whose administrative expenses are met by 
the Province, but the cost of actual service will 
be met from local rates and charges, as far as 
possible. The services proposed envisage, in 
addition to non-personal health services, a fairly 
wide range of personal preventive and early cura- 
tive services. At present these are supplied only 
in one area which is very small in comparison 
with the whole of the areas urgently in need of 
such services; and if there is strict adherence to 
the principle of meeting the cost from local rates 
and charges, the prospects of expansion are up- 
favourable, as the areas in question are all very 
poor. 

Provinces as Ministries or Locan GoverNMENT. 

45. We have hitherto examined the constitu- 
tional position of Provinces in regard to personal 
health services, particularly hospitals. It now 
behoves us to review the other great function, and 
the activities, bearing upon health, assigned to 
it by the South Africa Act, as amended: 

Subject to the provisions of this Act and 
the assent of the Governor-General-in-Council, 
as hereinafter provided, the provincial councils 
may make ordinances in relation to matters 
coming within the following classes of .sub- 
ject :— 

(1) Section 85d(vi): ‘* Municipal  institu- 
tions, divisional councils and other local 
institutions having authority and functions in 
any area in respect of the local government of, 
or the preservation of public health in: that 
area; including any such body as is referred to 
in section seven of the Public Health Act, 
No. 36 of 1919 ”’ (i.e., every urban or rural 
local authority). 

Gi) Section 93: ‘* All powers, authorities 
and functions lawfully exercised at the 
establishment of the Union by divisional or 
municipal councils or any duly constituted 
local authority, shall be and remain in force 
until varied or withdrawn by Parliament or 
by a Provincial Council having powers in that . 

. behalf.’’ 

These provisions of the Constitution may con- 
veniently be summarised by saying that the 
Provinces are the ministries of local government. 
As the provision of non-personal health services 
is one of the most important functions of local 
government, it is obvious that the authority con- 
trolling local government has in its hands a 
weapon of great potential value for the improve- 
ment of health conditions among the people. 


46. At the time of Union it was ene in the 
Cape that, thanks to the existence of the divisional 
councils, the country was almost completely 


covered by local authorities. In the other three 
Provinces, vast areas were without any form of 
democratically-elected local self-government. The 
Public Health Act of 1919 took cognisance of this 
fact and made special provision with regard to it. 
In the following discussion of the discharge by 
the Provinces of their function as ministries of 
local government, separate consideration will be 
given to urban areas, to rural areas, and to rural 
areas becoming urbanised. 


Urban Areas. 


47. These are the areas in which there are 
democratically-elected self-governing local authori- 
ties other than divisional councils. In the next 
chapter will be given an account of the great 
variety in their size and resources. The Province 
exerts very close control of urban local authorities, 
both great and. small:. by-laws, including health 
by-laws, can be promulgated, capital loans raised 
and capital expenditure incurred, and certain 
types of ordinary expenditure undertaken by local 
authorities only with the approval of the Adminis- 
trator. . 
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48. It will be noted that the Province acts 
mainly as an approving authority: it gives little 
financial assistance to the local authorities and not 
much technical advice. In appropriate matters 
it consults expert Union Departments, and trans- 
mits the advice obtained to local authorities. In 
this it differs from the ministry of local govern- 
ment in countries such as Great Britain, where 
considerable financial assistance is given by the 
central authority to the peripheral authorities, 
particularly those which are poor. Im short, the 
provincial control of local authorities is virtually 
restricted to financial oversight, without provision 
of financial assistance. 


49. By the exercise of discrimination against 
those schemes which were less important from the 
viewpoint of public health, and in favour of those 
which were more important, the Provinces could 
have done much to bring about improvements in 
local public health authority areas. According to the 
evidence of the Secretary for Public Health, they 
have in practice often allowed local authorities to 
give priority to schemes other than those for the 
benefit of the public health. 


50. In one respect relating to non-personal 
health services, however, two of the Provinces— 
the Cape and the Transvaal—have given assistance 
to local authorities through the promulgation of 
adoptive standard health by-laws. This has saved 
those authorities which have chosen to adopt them, 
the expense of drafting by-laws of their own. 


51. Mention has already been made of the 
assistance given, since the Public Health Amend- 
ment Act of 1935, by the Provinces to local 
authorities in respect of tuberculosis services. The 
Province refunds to the local authority 25 
cent. of its approved net expenditure. This is 
simply a recognition of the fact that tuberculosis 
is not a purely local but also a provincial and a 
national problem. ] 

Rural Areas. 


52. In the Cape, where the divisional councils 
are rural local government and health authorities, 
the Province exercises the same powers of control 
over them as over the urban local authorities. In 
practice, the divisional councils, except in a few 
areas, are concerned mainly with the provision and 
maintenance of roads, for which they receive 
subsidies from the Provincial Administration. It 
has not been overlooked by this Commission, that 
the provision of good roads is in itself an important 
contribution to the availability of health services 
in rural areas. Health services themselves are 
supplied by very few divisional councils—the 
notable exception being the Cape Divisional Coun- 
cil—and no assistance is. received from the Pro- 
vincial Administration other than with regard to 
tuberculosis. 





53. In the other Provinces there were, in 1910, 
only urban local authorities, which was still the 
position in 1919 when the Public Health Act was 
_passed. It was for this reason that magistrates, 
and occasionally mining commissioners, were 
recognised in certain circumstances as rural local 
authorities. It was hoped and expected that this 
expedient would prove merely temporary, because 
a transferable official saddled with a multiplicity 
of: other administrative as well as judicial duties, 
cannot be expected to devote the same time and 
interest to local public health matters as an elected, 
or even appointed, body of permanent residents 
of the area. However, these hopes and expectations 
to a great extent remain unfulfilled, twenty-five 
years after the passing of the Public Health Act. 


54. In terms of the arrangement mentioned 
above, the Province is financially lable, except 
in the case of mining commissioners, for expendi- 
ture which would be met by a local authority, if 
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one existed. It may be noted that this is an obliga- 
tion imposed upon the Provinces by the central 
legislature, and not one which was voluntarily 
assumed by them. Further, the liability is strictly 
limited—(a) to expenditure in regard to which 
local authorities have a statutory obligation, name- 
ly, the isolation of infectious persons not otherwise 
properly accommodated, the suppression of out- 
breaks of infectious disease; and (6) to capital 
expenditure which has had the prior approval of 
the Administrator in regard to services which are 
optional even for constituted local authorities. 


55. The total expenditure under these two heads 
has not hitherto been on such a scale as to induce 
the Provinces to bestir themselves to bring about 
the establishment of new local authorities in rural 
areas. The only considerable expenditure in regard 
to non-personal health services in rural areas which 
has been met by the Provinces, has been that 
relating to malaria control in Natal and the Trans- 
vaal, which dates from the public scare brought 
about in Natal by the severe malaria epidemic in 
that Province during 1931-32. Even then, consider- 
able pressure had to be brought to bear upon the 
Provinces concerned before they would assume any 
financial responsibility, and in both Provinces the 
service itself is organized and controlled mainly by 
the central health authority. 


56. Not one of the Provinces has promulgated 
public health by-laws or regulations for the rural 
areas under their control. Natal and the Cape Pro- 
vince, it is true, inherited useful sets of by-laws 
applicable to such areas from pre-Union legislation, 
and these to a large extent are still in force, It 
was left to the Union Government to promulgate, 
in 1939, rural sanitary regulations for areas not 
under constituted rural local authorities, 


Rural Areas becoming Urbamsed. 


57. ‘‘ Black belts’’ or ‘‘ rural areas becoming 
urbanised ’’? have grown up in proximity to large 
towns, along railway lines, and around rural indus- 
trial and mining centres. Short of the establish- 
ment of constituted local authorities, some of the 
worst features of these areas could have been pre- 
vented by a timely exercise of authority through 
the Townships Boards, established by and under 
the control of the Provinces. These Boards can 
prescribe the conditions under which farms, ete., 
may be cut up into small holdings or townships. 
Until recently, and then only after the stern 
example of the consequences of neglect to do so, 
the Boards rarely made effective stipulations with 
regard to the provision of communal water supplies, 
night-soil removals and refuse disposal sites, spaces 
for public amenities and so forth. One reason for 
this failure undoubtedly has been that, except in 
the Cape, for many years there was no representa- 
tion of public health interests on these boards. 


58. The Public Health Act contains special pro- 
visions to meet just such needs as those described. 
Under Section 7 (4) of the Act ‘‘ any body of per- 
sons ’’ may be proclaimed a rural local authority 
for the purposes of the Act; and under Sections 8 
(1) and (2) the Administrator himself may be pro- 
claimed the local authority. By exercise of either 
of these powers, effective local control could have 
been established in areas plainly developing into 
rural slums. In fact, neither line of policy was 
followed. For years the potentially beneficent pro- 
visions of the Act, quoted above, were allowed to 
lie dormant. It was not until the ‘‘ black belts ’’ 
became a public scandal, and a special Committee 
of Enquiry had been appointed, under the Chair 
manship of Sir Edward Thornton, that anything 
was done even to initiate measures for improve-— 
ment. This Committee proposed, for almost all 
these areas, either the establishment of new local 
health authorities, or the incorporation of the area 
within some larger adjacent local authority. 





_ 59. Unfortunately, once they have developed, it 
is difficult and very costly to improve the sanitation 
f these areas. Lor this reason, incorporation is 
usually resisted by the adjacent larger local 
authority. Dr. KE. J. Hamlin, the City Engineer 
of Johannesburg, has estimated that it costs a 
quarter of a million pounds to establish essential 
services—roads, water, lighting, sewerage, and 
refuse removal—for each square mile of new area 
incorporated. The rateable value of the areas pro- 
posed for incorporation is usually very low. It is not 
surprising, therefore, that there are not many 
instances of incorporation on a large scale such as 
took place in the Durban area, after the Report of 
the Hofmeyr Commission; and in the case of Port 
Elizabeth when it extended its city boundaries to 


include Korsten with a population of. 26,000. 


60. On the other hand, if the improvement of the 
area is left to the unaided resources of a newly 
established local authority it is unlikely that any 
real progress will be made. It was for this reason 
that the Thornton Committee in 1940 proposed that 
a new type of local authority, established and very 
largely financed by the Province, should be set up 
to control peri-urban areas. 


61. In 1941 the Natal Provincial Council, by 
Ordinance (No. 20 of 1941), established a Local 
Health Commission ‘‘ for the purpose of bringing 
under local government control areas which have, 
or are becoming urbanised, but over which . . . 
it has not been possible to establish one of the 
existing forms of local authority ’’. This Com- 
mission is still in the formative stages of its work, 
and, as has been pointed out above, has not yet 
come to grips with its real problems, namely, the 
provision of personal preventive health services, 
which are on a sufficiently large scale but at the 
expense of charges and rates which must be levied 
from the beneficiaries themselves, as the provincial 
subsidy is at present limited to purely administra- 
tive costs. Moreover, the Commission must some- 
how find the capital necessary to finance the large 
scale works—housing, water supply, and sanitation 
—necessary to provide the people with non-personal 
health services in accordance with modern 
standards. More recently the Transvaal Provincial 
Council has promulgated an Ordinance, No. 20 of 
1948, ‘‘ to provide for the Constitution of a Board 
for the Management, Regulation and Control of 
Matters Affecting the Public Health in Certain 
Areas not Controlled by Local Authorities, to Pre- 
‘seribe the Powers and Duties of the Board, and for 
matters incidental thereto ’’. 


Under the Housing Act the Administrator, after 
proclamation by the Governor-General, can himself 
act as local authority in-any area where there is no 
constituted local authority. . 





Conclusion. 


62. It is clear that if the energy and funds spent 
‘on the establishment of hospitals, had been devoted 
‘during the last 30 years to the stimulation and 
‘assistance of local government, much of the ill 
health which now necessitates an increase of hos- 
pital accommodation might have been averted. 


_ Instead of building hospitals at the bottom of the 
‘precipice of ill health, it would have been better 
to build a strong fence at the top. 
_ 68. These’ remarks indicate the main lines of 
reform which the Commission proposes with regard 
9 the contributions which Provinces can make to- 
wards the ideal of a healthy nation. We do not 
“propose the creation of a new function. We urge 
‘that a function which is in existence should be 
xercised to the full, and in accordance with the 
lominant modern conception of health, that pre- 
‘Yention is better than cure. At the same time the 
Commission submits proposals which make it pos- 


; 
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sible for the Provinces to exercise and develop this 
function on a scale hitherto undreamt of. We 
propose that the Provinces should continue as 
Ministries of Local Government, but that they 
should be relieved of all responsibility, financial 
and administrative, for personal health services, 
including hospitals. These, we propose, shall be 
transferred to the new National Health Service. 


64. Representations were made by several wit- 
nesses, notably the Medical Officer of Health for 
Cape Town, that a radical solution of the problem 
created by the coexistence of central control of 
public health, through the Public Health Act of 
1919, and the provincial control of local authorities 
in their general functions, through the South 
Africa Act of 1910, should be supphed by the Com- 
mission. In other words, the Ministry of Health 
should be also the Ministry of Local Government, 
as was achieved in Great Britain by combining two 
central Government departments—the Board of 
Health and the Local Government Board. - 


Such ‘a radical solution was not adopted in 1919 
when the Public Health Act was passed. Those 
who framed it, were fully aware of the difficulties 
due to the constitutional position of the Provinces 
in regard to the control of local government. Dr. 
J. A. Mitchell’s remarks in evidence betore the 
Select Committee on the Bill have already been 
quoted; but no attempt was made to amend the 
Constitution. The Provinces were left in control 
of their general functions, particularly of their 
financial and legislative powers, whilst at the same 
time the Public Health Act established direct 
relations between the new central health authority, 
and the local authorities in connection with public 
health functions. 


65. The Commission is today faced with the 
same problem as that which confronted the framers 
of the Public Health Act twenty-five years ago, 
and like our predecessors we are not prepared to 
recommend the adoption of such a solution. 


It may appear inconsistent to recommend the 
transfer of hospitals from provincial control, while 
at the same time recommending the continuation 
of provincial control of local government. 


66. Against the suggestion of inconsistency the 
Commission reiterates its argument that the pro- 
posal for the transfer of hospitals is based primarily 
and indeed almost solely upon the view that the 
conception of hospitals and of hospital services has 
undergone a radical alteration since the Constitu- 
tion, more than a generation ago, assigned the 
control of hospitals to the Provinces. No longer 
are these regarded as semi-charitable institutions : 
they must be an integral part of an organized 
national health service, and their control cannot 
be divorced from the control of personal health 
services as a whole. Their removal from the control 
of Provinces is, from this standpoint, not so much 
an alteration of the Constitution as a recognition 
of the fact that a new national function has 
emerged and, being national, must be assigned to 
the national authority—the Union Government. 


67. On the other hand, the functions of local 
government have not changed their essential 
character, which is and must always be to provide 
local community services, including non-personal 
health services. The reasons for maintaining a 
distinction between non-personal and _ personal 
health services have been elaborated fully elsewhere. 
We are of opinion that the Provinces will be 
willing to accept the réle assigned to them and that, 
utilising the resources now made available by 
relieving them of financial responsibility for hospi- 
tals, they will enter upon a new chapter in the, 
history of provincial administration—the fuller | 


are 


discharge of their functions as Ministries of Local | 


CHAPTERS X XV and XXVI. 


Government. We are confident that, good as their 
record has been in the field of hospitalisation, that 
record will be surpassed in the development of non- 
-personal (environmental) health services. : 


68. It is surely not derogatory to dignity to turn 
from attempts at healing the maimed and diseased 
to the more sanguine task of promoting good health 
for the entire population. 
are to be entrusted with the constructive duty of 
building new homes, opening fresh fountains of 
‘pure water, and providing nutrition for the bodies 
and minds of the coming generation. 


CHAPTER XXVI. 





LOCAL AUTHORITIES IN THE NATIONAL 
HEALTH SERVICE. & 


1. The present duties, powers and activities of 
local authorities are related to several aspects of 
health services, some of them interrelated, so that 
it is no easy task to give a clear account of them 
all. As clear a view as possible is necessary in 
order that there may be an appreciation of the 
changes which will be proposed. Local authority 
functions will be considered under the following 
heads, with the proviso that a certain amount of 
overlap is inevitable :— 

(a) Non-Personal Health Services; 
(6) Personal Health Services; 
(c) Pauper Relief and _ Social 

Services. 


Non-PersonaL HeattH SERVICES. 


2. The modern forms of local government owe 
their origin early in the nineteenth century, to 
the recognition of the close relationship between 
an insanitary environment and epidemic diseases 
such as cholera and typhoid fever. This recogni- 
tion followed the work of the great pioneer 
sanitarians and epidemiologists of those times and 
preceded, by some fifty years, the discoveries of 
bacteriologists with regard to the specific agents 
of infection. It was principally for the purpose 
of carrying out sanitary services—the prevention 
of nuisances, the protection of public water 
supplies, the removal of town wastes—that munici- 
pal government was fully established in Great 
Britain under the Municipal Act of 1835. Muni- 
cipal government was established in the Cape 
about the same time and for the same reasons. 


3. The importance of such environmental 
services. as those mentioned can hardly be 
exaggerated, as a glance backwards to the 


appalling insanitation of the towns in industrial 
England of the early nineteenth century will 
emphasise. For their actual carrying out, 
environmental services require the technical skill 
of the civil engineer, the builder, the architect, 
the naturalist and the bacteriologist. Medical men 
are required to assist in the formulation of 
desiderata and standards, and of appropriate 
techniques for their realisation, but they are not 
required in their capacity as clinicians. It is for 
this reason that, throughout this report, a fairly 
sharp line is being drawn between non-personal 
or environmental services and personal health 
services. ; 


4. Non-personal health services are well within 
the administrative competence of even the smallest 
local authority. Indeed, even the individual 
householder living in isolation may, by himself, 
constitute the sanitary authority for his own 
domain. The desiderata must be in accordance 
with medical knowledge; and here health educa- 
tion and medical guidance are required by the 
individual and the local authority alike; but the 
actual execution of the necessary services requires 


In a word, the Provinces 
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a degree of technical skill which will be more ot 
less proportionate to the size and, therefore, to the 
economic resources of the community. Thus, the 
small community requires only commonsense, 
practical men who can build such things as safe 
wells, hygienic privies, and simple slaughter 
houses, in accordance with blueprints supplied te 
them by the appropriate authorities; whereas 
larger communities require trained engineers who 
can establish and run plants capable of supplying 
water, undertaking drainage schemes, dealing with 
refuse, and so forth, on a large scale. Even quite 
small towns and villages may have on their staffs 
civil engineers competent to establish and main- 
tain these essential non-personal health services; 
whereas it is only towns of considerable size which 
need whole-time medical officers. 


5. What is often lacking in South Africa is not 


_ staff, but the will or desire on the part of a local 
community to improve its environmental services; 


and, more often still, the financial means to do 
so. The vast majority of local authorities in the 
Union are poor, not only in their actual financial 
resources, but also in their inability to meet their 


- potential liabilities in relation to non-personal 


Welfare | 


for many years, this ‘assistance was limited to 


health ‘services. As described in the preceding 
chapter, they are under the control of the Pro- 
vinces in regard to their rating and borrowing 
powers; but, except for a little assistance in 
regard to roads, they receive no financial help from 
their supervising authorities. Thus they depend 
entirely upon their own resources. In the case of 
large local authorities this is, usually no great 


handicap, for they control areas in which property 


valuations are high and consequently income from 
rates is high; .moreover, the large local authorities 
can usually borrow money at reasonable rates on 
the open money market. The small local autho- 
rity, however, has to provide services for an area 
whose rateable value is low to begin with, and 
whose inhabitants are too poor to pay a high rate 
even on the low valuation; and it will usually 
have to pay a higher rate of interest if it wishes 
to borrow money in the open market. At the same 
time, its liabilities are often relatively greater: 
erven in a small town are usually bigger than in 
a large, so that essential services such as streets, 
lighting, water and sewerage reticulation, rubbish 
removal, are more costly without the advantage 
that comes to a town supplying these services to 
thousands of people. On the other hand, labour 
costs are often. lower in the small town, although 
this will rarely compensate for the other factors 
mentioned. 


6. The impression formed on our tour through- 
out the country was, in the main, that of small 
local authorities struggling vainly with the 
problem of supplying from inadequate financial 
resources, non-personal health services according 
to modern standards. It is true that, in not a 
few instances, the problem has been aggravated 
by a wrong scale of values: money has been dis- 
sipated in non-essentials such as town halls and_ 
electricity schemes, while essentials such as water 
supply and hygienic disposal of sewage have been” 
neglected. As was pointed out in the preceding 
chapter, even the higher authorities have often 
failed to adopt a right order of priorities. rd 












7. The only considerable measure of financial 2 
assistance received by the local authorities in 
respect of non-personal health services, has been 


that afforded by the Housing Acts. At first, and” 






technical guidance (thus saving consultants’ tees) — 
from the Central Housing Board in regard to | 
specific schemes, and to the provision of capital | 
funds at low rates and long terms of repayment. | 
It is well-known, however, that this arrangement, — 
during the years from 1920 to 1930, failed to | 


srovide adequate assistance to the local authori- 
jes, which did not embark upon economic housing 
hemes. By 1930 the Government became 
eriously alarmed at this failure, and accordingly 
nstituted sub-economic schemes. Even this step 
1as failed to result in the provision of adequate 
lousing; and contemporaneously with the framing 
f this report, comes the announcement of yet 
nother national plan to provide local authorities 
ith more adequate assistance in regard to this 
asic promotive health service. 


PrrsonaL Heatru Services. 


8. Up to the middle of the nineteenth century 
; was thought that outbreaks of infectious disease 
ere always due primarily to environmental 
isanitation—defective drains, middens, effluvia 
nd the like—and the term ‘“‘ nuisance ”’ was, at 
us time, introduced into public health practice 
) denote such potential breeding places of disease. 


t was realised also that the sufferer from infectious - 


isease was himself a potential, but secondary, 
urce of spread; and it) was on this account, not 
rimarily for the purpose of giving him treatment, 
iat he was placed in an isolation hospital. This 
pint is emphasised because it determined the pro- 
sions of our own Public Health Act in regard 
) the isolation of persons suffering from infectious 
> communicable diseases. This is clear from a 
udy of sections 25 and 26 bis of the Act. The 
cal authority may compulsorily isolate an 
fectious person, only if he is not satisfactorily 
olated to prevent the spread of his infection; and 
e local authority may recover from him as 
uch as it can of the expense of providing him 
ith hospital accommodation and care. , — 


9. Thus it is clearly seen that the responsibility 
local authorities in the matter of Personal 
ealth services providing isolation accommoda- 
mn and treatment, is subordinate to their primary 
nection in regard to environmental or non- 
rsonal health services. An infectious individual 
andering at large among his fellows, is a 
nuisance ’’ in the technical sense mentioned 
ove, and must be suitably dealt with in order 
preserve a hygienic environment for the rest 
the community. Were he an infective flea or 
osquito he would be destroyed; were he a 
yelling unfit for human habitation, he would be 
e subject of a closing order; but, as he is a 
man being, he must be kept in isolation until 
is no longer a danger to the community. 


10. The Public Health Act of 1919, made it 
ligatory upon local . authorities to provide 
stitutional personal health services (not extra- 
stitutional, except in respect of formidable 
idemic diseases) only for infectious persons and 
ly as long as they remained infectious. There 
no legal obligation upon local authorities to 
ovide convalescent homes for children debili- 
ted through measles, nor to supply orthopaedic 
atment to children suffering from the (non- 
fectious) sequelae of infantile paralysis. But 
e control of infectious outbreaks was recognised 
a matter of more than local importance: hence 
e system of part-refunds, whose gradations may 
taken as an index of the relative importance 
tached by the Legislature to the different types 
infection in relation to national health. The 
mificance of the part-refund system is its recog- 
tion of the principle that the local authorities 
ould not carry, unaided, the burden of their 
ties in regard to personal health services, and 
at for the first time they were given financial 
aistance by a higher authority in the discharge 
their functions. This assistance did not come, 
y more than did the assistance in regard to 
using, from the Ministry of local government 
e Province), but from the central health 
ority. The Public Health Act also provides, 
to a point, for the refund of one-third of the 


i 
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salaries of whole-time health personnel employed 
by local health authorities. 


11. Neither in 1919 nor subsequently was any 
part-refund made to local authorities in connection 
with personal health services established by them 
in respect of non-infectious diseases. This refe- 
rence 1s to maternity and child welfare services, 
for which, in most other countries, the central 
health authority makes generous subsidies to local 
authorities. It is quite consistent with the general 
standpoint of the Public Health Act, as explained 
above, that part-refunds in respect of these 
services have not been made in the Union. A 
slight concession, however, was embodied in Act 
No. 57 of 1935, in terms of which a one-third 
refund may be made to a local authority in respect 
of the salary of a whole-time district nurse, pro- 
vided there is no hospital board in the area of the 
local authority able and willing to provide such a 
service. 


12. At the time of the passing of the Public 
Health Act the orthodox view among public 
health administrators was, that the prevalence of 
infectious diseases in a given area was propor- 
tionate to the efficacy of its sanitary services, and 
that, therefore, it was both reasonable and just 
that the local authority of that area should be 
called upon to meet the cost, at any rate in part, 
of treating persons suffering from infectious 
diseases acquired within its area. In the light 
of modern knowledge with regard to the réle of 
human carriers in the spread of many infectious. 
diseases—diphtheria, scarlet fever, and other 
‘“droplet’’’ infections—this view is no longer 
entirely justified. Moreover, even if the 1919 view 
as to general etiology were correct, the deductions 
from it are not in accordance with modern views 
on penology. The threat of punishment is not 
now believed to act as an effective deterrent to 
potential offenders in the sphere of individual 
action; and the same applies to communities and 
authorities generally. Indeed, the principal 
penalty for insanitation exacted by nature in 
South Africa is fly-borne infantile enteritis, which 
is non-notifiable and the victims of which are 
rarely, if ever, cared for in infectious diseases 
hospitals maintained by local authorities. 


13. It is very much to the credit of the majority 
of local authorities, that they have gone beyond 
their specifically prescribed statutory obligations 
and have provided infant clinics, ante-natal 
clinics, and in some cases poly-clinics, for the 
inhabitants of their areas, all without any kind 
of refund from the central health authority. 
Clinics—that is, extra-institutional as opposed to 
institutional services—for tuberculosis and venereal 
diseases are subject to part-refunds, but there is 
no statutory obligation upon any local authority, 
even the largest, to establish such clinics, and 
here again it is to be noted with satisfaction that 
so many local authorities, including many quite 
small ones, have established them.. It is true that 
the fulfilment of the general duties assigned to 
local authorities by Section 10 of the Public 
Health Act might be held to include the provision 
of maternity and child welfare services, which are 
necessary ‘* to safeguard and promote the public 
health ’’; but it would be difficult to insist upon 
this interpretation.if the local authority wished to 
resist it. Generally speaking, there is no doubt 
that most local authorities are anxious to provide 
to the utmost extent of their financial ability, for 
the health needs of persons in their area; but 
there is a strong tendency towards the provision of 
curative services, the need for which is usually © 
more obvious and appeals more readily to humani- 
tarian sentiment, than do preventive services, and 
particularly non-personal health services, which 
may often require the expenditure of considerable 
capital sums. 
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Pauper RELIEF AND SOCIAL WELFARE SERVICES. - 


14. Reference has just been made to the humani- 
tarian motive in the provision of health services; 
and this has undoubtedly been the mainspring of 
much of the provision made by local authorities, 
especially when the services provided have a 
definite public health value as well. In short, 
personal health services are often provided as part 
of general pauper relief, for which the local autho- 
rities have legal or voluntarily-assumed obligations 
which vary in extent. It is only in the Cape that 
the local authorties have statutory obligations with 
regard to medical poor relief, both extra- and 
intra-institutional. ‘The latter is represented by 
their liability to meet half the annual deficit of 
hospital boards in their respective areas, such 
deficits arising out of the provision made for free 
patients at public hospitals. Extra-institutional 
medical poor relief is provided by the central health 
authority through the district surgeoncy system, 
but the local authorities in the Cape may, under 
certain circumstances, be called upon to contribute 
towards its cost. In the other Provinces there is 
no statutory obligation upon local authorities to 
provide any form of medical care for paupers, but 
they must bury them when they are dead. Most 
local authorities make voluntary contributions 
towards the local public hospital, if there is one, 
and also give donations to voluntary agencies, 
which provide inter alia medical services for the 
poor. 


15. What is commonly regarded as the non- 
medical part of poor relief, of course has a bearing 
upon health—e.g., the provision of\rations, house- 
rent, clothing. The same remarks apply here as 
have already been made in connection with medical 
poor relief. Both in the Cape and in the other 
three Provinces, poor relief is actually supplied 
mainly on the initiative of voluntary agencies, 
assisted’ by the local, provincial and central 
authorities. Before 1940 the provincial authority 
was mainly concerned, but at that date transfer of 
responsibility was made to the central Department 
of Social Welfare, except in Natal. 


16. Local authorities in South Africa suffer from 
several disadvantages, among them being subjec- 
tion to several higher controls instead of only one. 
Before discussing this, mention may be made of 
disadvantages inherent in the fact that the Union 
is still a young and developing country. The points 
to be made will be more easily understood if 
examined in connection with the following facts 
relating to size, financial resources, and homo- 
geneity of population of the local authorities in 
this country. 


17. Size. 
Dr. T. Shadick Higgins, Medical Officer of 


Health, Cape Town, in a memorandum states : — 


‘“ At the present time there are some 268 
municipalities in the Union (exclusive of South- 
‘West Africa). 1385 are in the Cape Province, 
61, in the Orange Free State, 46 in the Trans- 
vaal and 26 in Natal. Classified according to 
their population (of all races) they are as 
follows: 


No. of 
Population. Municipalities. 
Under P000l Ti. 36 
1,000—2,000 67 
2,000—3,000 49 
3,000—5,000 45 
5,000—10,000 32 


10,000—20,000 f 15 
20,000—50,000 


50,000—100,000 8 
100,000—200,000 3 
262,000 i 

330,000 1 

536,000 1 


Thus 74 per cent. of the municipalities have a 
population (all races) of less than 5,000 and 88 
per cent. less than 10,000. Most of them, then, 
are too small for the organization of satisfactory 
personal health services. Only 6 municipalitie: 
have a population exceeding 100,000, and only; 
14 exceeding 50,000.’’ 


In addition there are a little over 200 lesse: 
urban local authorities—Village Management 
Boards, Village Councils, Local Boards, and 
Health Committees—whose populations are ever 
smaller. In the Cape there are nearly 100 rural 


local authorities—the Divisional Councils. 4 


18. It is noteworthy that the Public Health Ac 
makes virtually no differentiation, either as t 
duties or as to the amount of financial assistance 
available, between the various sizes of loca 
authority represented in this remarkably varie 
assemblage. The only indications of any aware: 
ness that there is this wide variation are to b 
found in the First Schedule of the Act, and in th 
phrase ‘‘ having regard to its special circumstance 
and resources ’’ occurring in Section 11 of the Act 
In Great Britain the several categories of loca 
authorities are assigned varying degrees of respon- 
sibility for local health services. The entire range 
of health services is not entrusted to any local 
authority with a population of less than 75,000. 
Excluding non-Europeans, who take no part in 
municipal self-government and contribute very 
little to the rates, only three or four local authori- 
ties in the Union are of this magnitude. The Pro. 
vinces do differentiate between local authorities 
according to their size, hence the different title: 
they receive, but this classification affects chiefly 
their rating and borrowing powers. 


19. Wealth.—There is of course more accumu- 
lated wealth, especially in the form of rateable 
property, in the centuries-old towns of Europe, and 
taxation for all purposes including those of local 
government, yields a greater revenue than is usual 
in the Union. It is difficult to make a comparison 
of the incidence of local taxation relative to pro- 
perty valuations, because in many of the older 
countries rates are levied on rental values and not 
on capital values. In making block grants to local 
authorities, the central health authority in Britain 
takes into account the resources and the health 
liabilities of each area. There is nothing com- 
parable with this in the Union arrangements, 
except the purely restrictive provisions of Section 
134 bis of the Public Health Act which imposes 2 
series of maxima upon the refunds available to 
large local authorities. } / 






















20. Homogeneity.—In all urban areas of the 
Union there are, in addition to poor Europeans. 
permanently urbanised non-Huropean communities 
whose poverty, ignorance and low standards of 
hygiene add greatly to the difficulties and potentia 
expense of sanitary control of the quarters of the 
towns in which they live. Natives in urban areas 
add complexity to the problems of general (includ- 


ing health) administration. 





21. It is not surprising, in view of the factors 
briefly described above, that there should be such 
wide variations in the standards of non-personal 
health services maintained by local authorities in 
the Union. As Norman Wilson says in hig 
thoughtful and thought-provoking book on ‘‘ Public 
Health Services ’’ :— : 


‘To employ military terminology, one should 
wish to be able at any given time to see the main 
body of local authorities deployed in even align- 
ment, with a few reconnoitring in forward posi- 
tions, to the level of which, when they were 
known to be tenable, the remainder would ad- 
vance as rapidly as possible. Instead of this 
orderly progress one sees today a_ straggling! 
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array spread over a wide terrain, some much 
| ahead of the majority, which moves forward as 
| fast as its individual members think fit and in 
the rear of which toil a laggard few who cannot 
or will not try to keep up with the rest.’’ 


| 22. The local authorities have many masters. 
irst there is the Provincial Administration, in 
meral control. Then there is the Department of 
iblic Health, inspecting its health services; the 
tral Housing Board whose approval it must 


at sphere; the Department of Native Affairs, 
thout whose sanction it may not spend a penny 
om the Native Revenue Account; and, in some 
eas, the Department of Labour coéperating with 
in schemes for the employment of the semi-fit. 
e local authorities would be in a far happier 
tion in this regard, if the Ministry of Health 
re also the Ministry of Local Government, 
using and Social Welfare, and if the urban 
pulations to be cared for were not divided into 
ferent groups on the basis of colour. 


| 23. Distinction should be made between services 
atried out by local authorities but subject to con- 
rol by higher authorities, and public services 
arried out locally by central authorities but quite 
ndependently of the local authority—such as 
ducation, posts and telegraphs, railways and 
eterinary services. None of these adds to the 
omplexity of local administration or to the finan- 
ial burden of their responsibilities. The proposal 
f the Commission that executive responsibility for 
ll personal health services should be transferred to 
national health service, means that these services 
ill in future be in the same category as postal 
r railway services, and their supply will be accord- 
ng to local needs rather than local resources. At 
he same time the local authorities will be relieved 
a financial burden and of a potential source of 
iction with the central Government. They will 
ill have their contribution to make to non-personal 
ealth services; and under the new arrangements 
hey will have a better chance to make it effectively. 


24. The Commission. has further proposals to 
ake, designed to ensure that local authorities will 
arry out their new rdle—or rather, more effectively 
arry out their present réle. The first has already 
pen made in the preceding chapter, that hence- 
rth the Provinces, relieved of financial responsi- 
lity for hospitals and other personal health 
rvices, should, in their capacity as ministries of 
cal government, give financial assistance to local 
ithorities in respect of non-personal health ser- 
ces, on a basis to be determined in detail by the 
rovinces themselves, but observing the principle 
tat assistance should be varied according to local 
eeds and resources. 


25. The second is that the National Health Ser- 
ice itself, through its statistical and inspectoral 
visions, should keep a very close watch upon the 
andards of non-personal health services main- 
ined by the local authorities. 


26. We are strongly of the opinion that some 
ice should be brought into operation which will 
inguish between the varying resources and 
abilities of local authorities, and which will be 
ade the basis of greater or less assistance to the 
eal authorities from the higher sources of control. 


27. Coming now to personal health services, it 

st at once be recognised that their provision 
y is of much greater importance to national 
erests than the provision locally of public utili- 
, and that none but the very largest local 
horities command the resources necessary to pro- 
e the entire range of personal health services, 
accordance with the modern conception of 
lth. We have commented many times upon the 
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administrative complexity and the technical in- 
efficiency of any arrangement which assigns to one 
authority a mere fraction—say maternity and child 
welfare services, or school medical sérvices, or even 
hospitals—of the totality of personal health ser- 
vices, and other fractions to other authorities. The 
very foundation of the recommendations of this 
report is that there should be a single National 
Health Service under ‘a single administration. It 
seems scarcely necessary to labour the point further. 
Praiseworthy as have been the efforts of the local 
authorities to supply personal health services in the 
past, their total expenditure on such services—some 
£340,000 per annum, is a mere fraction of what 
would be necessary if they were to attempt to pro- 
vide the entire range of personal health services, 
even on a 90-50 basis in codperation with the 
Government. 


28. We propose that the local authorities should 
be relieved of this expenditure, by assigning entire 
responsibility for the personal health services of 
the future to the National Health Service. The 
savings thus effected should be diverted by the local 
authorities to increased: expenditure on promotive, 
non-personal health services. It may-be objected 
that there is no guarantee that the local authorities 
will utilize such released funds for the purpose 
indicated. We do not share the pessimism implied 
by this attitude. We have already“drawn attention 


to the anxiety of most local authorities, to do as 


much for health in their areas as is possible with 
their limited resources. So many of the non- 
personal health services have also an amenity value 
that this in itself is a guarantee that they will be 
supplied, if funds permit. Moreover, it will be a 
principal function of the National Health Service, 
working through its Health Centres, to educate the 
general public as to the vital importance of non- 
personal health sérvices. 


29. With the resultant knowledge and the in- 


creased financial assistance, the future of local 
authorities appears bright and their potentiality 
for service to the people, considerably increased. 


CHAPTER XXVII. 





THE PROVISION OF PERSONNEL. 





GENERAL CONSIDERATIONS. 


1. A national health service cannot be planned— 
still less can it be carried into effect—without 
taking into account the numbers of medical and 
other necessary personnel available now and in the 
near future. Availability of personnel, not finance, 
is the absolute limiting factor. Money exists in 
the country and the diversion of a sufficiency of 
it to the purposes of a national health service is 
a matter of State fiscal policy. But trained per- 
sonnel in numbers adequate for the purposes of a 
comprehensive national health service does not 
exist and can only be brought into being as 
deliberate planning, time and facilities allow. 


2. Such planning must be antecedent to or at 
least concurrent with the development of the 
National Health Service. Personnel, building and 
finance must all be plannetl for a gradual develop- 
ment. For this reason a discussion of all that is 
entailed in such planning finds its place in a part 
of the report which is devoted to major issues. 


3. Hitherto, the provision of technical personnel 
for health services has been left to the laws of 
supply and demand. ‘The demand for medical 
services has been limited by the capacity of the 
public to pay for them: hence the supply of medi- 
cal services for the Native rural areas has been 


scanty. 
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The institution of a national health service—the 
assumption by the State of the responsibility for 
meeting the health needs of all sections of the 
community as opposed to demands limited by the 
economic position of different sections—will 
obviously bring about a rapid increase in the 
numbers of medical and other personnel required 
for health and medical services. 


Moreover, the modern conception of health will 
bring about an alteration in the type of personnel 
required since the emphasis will be more upon 
preventive than upon curative services. 


4. That a greatly increased personnel will be 
required beyond what is available today is certain, 
but exact figures can only be arrived at by 
experience, because rationalisation, dilution of 
skilled labour and the success of preventive 
measures may very greatly lessen the demand for 
curative personnel. The precise number of each 
type of medical and allied personnel will depend 
upon the kind of health services planned and upon 
the rate at which it is decided to put the plan 
into execution. If stress is to be laid, as we have 
suggested, upon the preventive rather than the 

curative services, then there will be corresponding 
need for a tremendous increase of the personnel 
engaged upon preventive service, such as medical 
officers, health visitors, health inspectors, health 
assistants and health propagandists generally. It 
is just upon this side that the machinery for 
training is so very incomplete. On the curative 
side there is efficient machinery, even though 
facilities are inadequate—schools for the produc- 
tion of doctors, dentists, phsyiotherapists, etc., 
and numerous training schools for the production 
of nurses and midwives. 


5. It is worthy of note that the several Educa- 
tion Departments themselves control and are 
responsible for the training of teachers, at any rate 
for primary and secondary education. Here there 
would seem to be a precedent for the view that, 
once health services become a national function, 
the authority responsible for their execution should 
also be responsible for the training of the personnel 
required to staff the service, even if it shares that 
responsibility with the education authorities. 


6. There is also justification for the provision | 


by the State of free training for any personnel 
which it urgently requires for its own purposes, 
with, of course, a guarantee of a definite period of 
service to the State by the personnel which it has 
trained. 


THEr PROVISION oF MEDICAL PRACTITIONERS. 


7. The recent Report of the Committee on the 
Admission of Students to the Medical Schools in 
South Africa (Hugo Report) presumably based its 
recommendations on the assumption that the present 
system of competitive medical practice would con- 
tinue and that the demand for medical men by the 
public would be based rather upon its ability to 
pay than upon its needs. Even on this assump- 
tion, the Committee appears not to have made pro- 
vision for increase of population. 


The present report assumes that there will be a 


national health service which will meet adequately | 


the needs of all sections of the people in accor- 
dance with the modern conception of health. On 
this assumption, there is need not for a. limita- 
tion of numbers to suit the facilities available but 
for an expansion of facilities so as to increase the 
supply. 


8. Not only will a national health service 


require an increase in quantity put a change in 


quality of the product. It is essential that the 
general practitioners of the future should be 
trained as guardians of health rather than as curers 
. of disease, although, owing to the special circum- 
stances which exist in South Africa, they should 


- 


be highly competent in the latter capacity as well. 
We note with approval the recommendations of 
the Botha Report on ‘‘ Medical Training in South 
Africa? in regard to the need for emphasis % 
preventive medicine. We quote one passage from 
this :— : ; a Fy 
‘In any re-organization of medical training: 

in South Africa, the opportunity should be 
seized of still further introducing the preventive 
idea at all stages of the course. It is fairly 
generally admitted that the small groups of 
physicians in° civilised countries who. hay _ 
specialised in public health and are serving in 
that branch can make but little headway in the 
promotion-of public health, if the great armies 
of general practitioners remain indifferent to 
this matter. It is this army, which makes th 
personal contacts which are indispensable if the 
scientific’ discoveries regarding prevention of 
disease and the promotion of robust health are 
to be introduced into individual lives.” 4 
The Botha Report goes on to show how the pre- 
ventive idea has been fostered in America, notably 
at the Vanderbilt University School of Medicine. 
It will be one of the earliest duties of a national 
health service to bring about drastic reforms in 












‘the curriculum and teaching methods of the medi- 


cal schools. On the curative side more stress will 
require to be laid upon the diseases of infancy 
and childhood, and less on the study of operative 
surgery other than minor and emergenty. a 


9. One splendid advantage pertaining to the 
organization of all health services, including 
hospitals, upon a national scale will be the 
possibilities which such organization will afford of 
planning the various types of post-graduate 
training of practitioners in accordance with the 
needs of the Service and their own predilections. 
With a whole-time staff it will be possible for 
aspirants for training to serve in a hospital under 
an experienced chief and acquire specialised skill 
under supervision. | 

The present methods of post-graduate training 
are haphazard and inefficient, and the facilities not 
sufficiently organized. For many types of specialist 
there is already an urgent need, which will be 
intensified under a national health service. f 


10. Whilst there may be a, doubt as to the 
ultimate need of one medical man to every thou- 
sand of the population, there can be no doubt as 
to the need for many more than are being pro- 
duced today. More particularly is this the case 
in regard to non-European practitioners. Evi- 
dence was tendered us as to the suitability of 
Durban as the site of a fourth medical school, 
non-racial in character, open to Natives, Coloureds, 
Indians and Europeans—particularly those who 
wish _to devote themselves to work amongst the 
non-Huropean population. The views expressed to 
us by the Natal Coastal Branch of the Medical 
Association of South Africa (B.M.A.) coincide with 
those of the Botha Commission’s Report. 


‘Witnesses made the following points on behalf 
of Durban :— ( 


(i) Abundance of clinical material, including 
tropical diseases; 


(ii) Location near to Native Reserves and to 


many thousands of Bantu living under urban 
conditions ; . 


















(iii) It is the only centre potentially capable 
of growing into a medical training centre for 
the rest of aboriginal Africa. 


(iv) Conceivably, students trained against a 
Durban background will find it easier to return 
to the Native Reserves than would students cut 
off from their past by life on the Reef. 


(v) It lies in the midst of the chief centre 
of Indian population. a 









duplication of the present school, as this has 
Reached the limit of expansion. It would appear to 
s that the balance of evidence was in favour of 
Durban as the site of a medical school primarily 
for non-Kuropeans but also for those whose object 
s to serve non-Kuropeans. 


4 11. As was emphasized repeatedly by witnesses 


tepresentatives of the Medical Association 
South Africa (B.M.A.), the mere provision of 
more ‘ doctoring ’ will never bring health to the 
people of South Africa. The more effective the 
Preventive services, most of which, although 
directed by medical men, are not carried out in 
detail by them but by other types of personnel, 
the less becomes the need for doctors practising 
curative medicine. A great increase of the per- 
sonnel carrying out preventive services, and effi- 
cient work by such personnel, will ultimately 
result in a decreased need for practitioners of the 
type so much required today. This consideration 
lends force to the argument for giving priority to 
the training of auxiliary health personnel, if there 
is to be a choice between such training and the 
increase of facilities for training doctors. 


12. The organization of all health services, 
including hospitals, upon a national scale will 
render easier the carrying out of a compulsory 
internship as contemplated by the Medical Council. 
It is necessary° that all graduates, after their 
internship and before being licensed to practice, 
should be required to pass a State examination. 


Provision or DENTISTS. 


' 18..The shortage of dentists and their inade- 
quacy to meet the needs of the population has 
already been stressed elsewhere in this report. - It 
is known that dental health is largely dependent 
upon adequate nutrition in the pre-natal period 
and during the first two years of life, and upon 
proper dental and oral hygiene throughout the rest 
of life, more especially until the end of puberty. 
It would be logical, therefore, to suppose that 
eventually preventive services might be so success- 
ful‘as largely to do away with the need for dental 
treatment. It is, however, essentially a preven- 
tive and conservative service, and there will always 
be a need for periodic examination and supervision. 
We have evidence as to the complete absence of 
any dental service at all for large sections of the 
community. 


14. There is, therefore, an urgent need for an 
increase in the numbers of dentists at the earliest 
possible date. There are at present only 674 
dentists in practice in the Union, of whom a 
large percentage are over 40 years of age. The 
average annual increase in numbers does not 
exceed ten. It would appear that here we have 
not, as in the case of the already popular medical 


profession, merely a need for increased facilities. 


of training, but also for popularising the profes- 
sion itself. Here obviously there is need for the 
encouragement of young men to study dentistry, 
by means both of liberal financial support during 
the years of study, and also of the prospect of a 
sufficiently attractive income after qualification. 


15. We cannot, therefore, concur in the sug- 
gestion made on behalf of the Faculty of Dentistry 
of the University of the Witwatersrand that it be 
made compulsory for persons to hold a. conjoint 
medical and dental qualification if they wish to 
practice dentistry in South Africa. We believe 
that-such a regulation would still further diminish 
the number of students offering themselves for the 


study. of dentistry, and would have no advantage 


appearing before us, and not least by the official | 
of | 


in regard to the efficiency of the ‘‘ general. practi- | 
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tioner *’ of dentistry turned out. In this opinion 
we are strengthened by the evidence of the Dental 
Association of South Africa, which quoted the 
experience of other countries where such an experi- 
ment had been attempted and abandoned. 


16. Whilst the facilities which are open at the 
University of the Witwatersrand for the study of 
dentistry have not been fully utilised in the past, 
it is hoped that with encouragement the number 
of students which could be dealt with would soon 
be exceeded. In that event, we suggest the 
establishment of a Faculty of Dentistry at the 
University of Cape Town. We feel that this step 
would be of advantage not only to students from 
the Cape, but also from the wider standpoint of 
education of the public in dental matters. 


17. Finally, we would emphasize that the need 
for more.dentists is urgent, apart from the establish- 
ment of a national health service. One factor 
which, according to the evidence, would contri- 
bute to the popularity of the profession would be 
an amendment of Section 35 of the Medical, Dental 
and Pharmacy Act to make it perfectly clear that 
dental mechanics are purely ancillary to the dental 
profession and should work only on the prescrip- 
tion and under the supervision of a dentist. 


PROVISION OF PHARMACISTS. 


18. We suggest the name ‘‘ pharmacist ’’ for 
that body of professional people which is trained 
in the compounding’ and dispensing of medicines 
and curative substances. Representations have been 
made to us in regard to the adoption by this profes- 
sional body of the appellation ‘‘ chemist ’’, which 
is applicable to a large number of other professional 
people whose sphere of work is‘quite different. It 
is only in the English language that this confusion 
exists, 


The theoretical training for the diploma of 
pharmaceutical chemist would appear satisfactory, 
but we are not satisfied that an apprenticeship to 
a ‘‘ chemist and druggist ’’’ is the best possible 
practical training. A large part of the work of the 
apprentice must of necessity be purely that of a 
shop assistant. The time has come when the 
pharmacist should resume his professional status as 
a compounder and. dispenser. of medicines and 
curative substances. At present dispensing of 
medicines to the prescription of a doctor may form 
only 20 per cent. of the pharmacist’s work. ’ 


Facilities should be created for the training of 
large numbers of pharmacists so that the National 
Health Service may create a corps of skilled, whole- 
time, salaried pharmaceutical dispensers. Though 
it may be essential to employ existing pharmacists 
on a part-time or contract basis at first, the aim 
should be a_ full-time service of pharmacists 
occupied only with their legitimate professional 
work, 

Provision oF NursES. 


19. In Chapter 14, we have dealt fully with the 
shortage of nurses and its causes. It is unnecessary 
to reiterate these. In connection with the provision 
of nurses for a national health service we submit 
the following suggestions : — 

(i) Assumption of responsibility for the train- 
ing of all nurses by the National Health Service. 
Under such a régime as this, hospitals would be 
encouraged to train the utmost possible number 
of nurses irrespective of their own requirements, 
without being penalised financially thereby. 


(ii) A complete revision of the course of train- 
ing. At the request of the South African Medical 
Council, the South African Trained Nurses 
Association has drawn up far-reaching proposals 
for a revised curriculum, which are understood 
to be receiving the favourable consideration of 
the Council. ; . 
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(iii) The provision of greater facilities in hos- 
pitals so that a larger number of student nurses 
may be trained than is required for doing the 
actual work of the hospital. 

(iv) That student nurses be regarded as stu- 
dents rather than employees who provide hands 
for doing the work of the hospital. Greater 
consideration should be paid to their needs as 
regards attending lectures, time for study and 
recreation. At present student nurses appear in 
many cases to be required to attend lectures when 
they are tired out after a long spell of duty. 
Attendance at lectures should take place whilst 
they are on duty, and not in off-duty time. 


(v) The establishment of preliminary schools : 


this would have a beneficial effect in giving. 


nurses a period of study in which to pass their 
preliminary examinations. At the same time they 
would not be plunged, as they are under present 
arrangements, into the scenes of suffering and 
death which they find in the wards of the hos- 
pital, with no better preparatory experience than 
that of a school-girl. These schools should be 
conducted by qualified sister tutors. 

(vi) The introduction of the “ block system Cr 
This has the additional advantage that periods 
of study and lectures alternate with periods of 
practical work throughout the student’s career. 
It would not seem to be so easy of application 
in the smaller as in the larger hospitals. 

(vii) A system of affiliation of smaller to larger 
hospitals for the purpose of jointly training 
nurses would lead to greater efficiency and uni- 
formity of training. 

(viii) There is strong evidence in favour of all 
trained staff being allowed to live out if they wish 
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it, but insufficient evidence in favour of the same . 


rule as regards student nurses. 


(ix) A plea has been made for the lifting of 
the ban in peacetime, as it has been lifted in 
war-time, on the employment of married women. 
This step appears to us to be perfectly logical 
and desirable. 

(x) Compulsory registration to be by the 
General Medical and Nursing Council and the 
course of training and examination to be under 
the Nursing Board. 

(xi) Sister tutors should have had two years 
practical nursing in the wards of a training 
school. We suggest that uniformity should be 
aimed at in the period and content of the syl- 
labus of training for the diploma in nursing. 
At present the training at the University of Cape 
Town and the University of the Witwatersrand 
differs in length of time and syllabus. 

(xii) In view of the very important réle which 
district nursing will play in the National Health 
Service, we advocate the institution of a special 
post-graduate course for district nurses on the 
lines of the training of Queen Victoria Jubilee 
Nurses in Great Britain, and that Health Centres 
be used for part of such training. 


(xiii) We advocate the extension of facilities 
under the National Health Service for the train- 
ing of orthopaedic nurses. 


(xiv) We suggest that the diploma in nursing 
which ensures instruction in nursing administra- 
tion and office routine be made an essential quali- 
fication for appointment as matrons, assistant 
matrons, and heads of departments, who are some- 
times appointed to posts for which they have 
insufficient training and experience. 


(xv) That ward sisters in training schools be 
regarded as part of the teaching staff. The ability 
to teach students practical nursing in the wards 
should be taken into account in making any such 
appointments. Sf. 













(xvi) Assistant Nurses.—Owing to the shortage 
of trained nurses, the question of the training 
and registration of assistant nurses may have to 
be considered. Enquiries which we made at the 
various training schools showed that numerically 
there is no lack of applicants for training, but 
that many of them are rejected because of insuffi- 
cient educational qualifications. It is suggested 
that carefully selected applicants might be giver 
a two-years training, and be enrolled so tha 
their activities could be controlled. They would 
then be permitted to work in an institution under 
the supervision of a trained nurse and might 
fill an important place in the nursing services. 
Many of those who serve in nursing homes and 
large numbers of those who have served in mili- 
tary hospitals might fall within this category. ri 


(xvii) Non-European Nurses.—Very much 
increased facilities should be created for the 
training of non-European nurses. Generally 
speaking, the aim should be the nursing of non- 
Europeans by nurses of their own race. Non- 
European nurses at present fall into two 
categories : — 4 

(a) Those who are eligible for registration 
with the South African Medical Council. The 
number of these is not accurately ascertainable 
owing to the fact that, in the register of 
nurses, no distinction 1s nade between the diffe- 
rent races, and a number of Coloured and 

Native nurses bear European names. 


(b) Those who have been trained in mission 
and mine hospitals for a hospital certificate, 
which is not recognised by the South African 
Medical Council for registration. These could 
be enrolled as ‘‘ assistant nurses ’’ [vide para- 
graph (xvi) above| and employed in that cate- 
gory. The position is. complicated by the fact 
that many of this class are recognised by the 
Department of Public Health for the purposes 
of Section 15 of Act No. 57 of 1935. Whilst 
this privilege cannot be withdrawn in the case 
of present incumbents, it is undesirable that 
there should be any extension thereof. 


(xvili) Mental Nurses.—It is essential that this 
branch of the nursing profession should be 
rendered more attractive and that every effort 
should be made to obtain the best possible type 
for this service. As great a responsibility rests 
on the mental as on the general nurse, and steps 
must be taken to see to it that not only the quan- 
tity but also the quality of this type of personnel 
be improved. 


Finally, we would emphasize that under a unified 
national health service there would be planned. 
uniform training of personnel, according to the 
requirements of the service as a whole. There 
should be no need to approach the Consultative 
Committee of Administrators in order to obtain 
uniformity nor for the findings of a National Con- 
ference on nursing requirements to be dependant for 
their implementation upon the goodwill of four 
separate administrations. . 


~ 


Provision or Mrpwives. 


20. We believe that the time has arrived when 
provision should be made for the divorce of the 
practice of midwifery from general. medical prac- 
tice. A midwifery case is a serious ‘interruption 
of the routine of ordinary practice and is apt not 
to be regarded with that patience which is one 
of the most important factors in successful mid- 
wifery. Moreover, a practitioner has to'do many 
things in the course of his day which are incom- 
patible with aseptic technique. 


21. We therefore advocate a three-years training 
of midwives which would fit them; according to 
the evidence before us, to undertake 90 per cent. 
of all midwifery cases without calling in a doctor. 




















/Where it is necessary to call in higher advice, it 
is the fully-trained obstetrician who should be called 
fin, and not the general practitioner. Greater pro- 
vision should be made for the training of obstetri- 
jcians under a national health service, Teacher 
midwives should play an important part in the 
‘training of midwives in conjunction with obstetri- 
feians: this training should be conducted at a 
‘limited number of special midwives’ schools in the 
‘larger centres of population. 


) 22. At the same time, there is room for the 
maternity nurse, trained as midwives are now being 
trained, to nurse cases which have been conducted 
by the midwife. It should be emphasized that the 
course of training for so-called midwives as given 
fin South Africa today—six months in addition to 
the general nurses’ course, or a year without any 
‘other professional qualification—certainly does not 
pequip a young woman to be entrusted with the 
independent conduct of confinements. Unfortu- 
mately, the same may be said of the newly- 
qualified medical practitioner. Obstetricians and 
teacher midwives should conduct the training of 
‘maternity nurses. 


| 23. We would, therefore, urge the Medical Coun- 
B cil to institute this new registrable certificate and 
to register those trained under existing conditions 
fas ““ maternity nurses ”’. 


PROVISION OF OTHER AUXILIARY 
PERSONNEL. 
RADIOGRAPHERS. 


24. Provision already exists at Cape Town and 
Johannesburg for the training of radiographers. 
/ Very much greater numbers are required so that 
every hospital which requires an X-ray plant should 
have a radiographer to work it. We feel that the 
number of trainees could be increased at the 
W existing schools aiid also that similar schools might 
possibly be instituted wherever there is a trained. 
radiologist with a plant of sufficient size and a 
technical college to give the preliminary training. 
Clinical photography is of importance and might 
be the work of the radiographer. 


x LABORATORY TECHNICIANS. 
25. Facilities for training laboratory technicians 


National Health Service. Modern medicine re- 
quires for its most effective use a command of 
adequate laboratory services. Every hospital and 
Health Centre should have its own routine 
diagnostic laboratory, staffed by laboratory techni- 
cians. It may be that the type of technician may 
vary. We visualise that, in the laboratory service 
of the future, there will be ample avenues of 
employment for both the University graduate of 
science, trained in pathology, bacteriology, para- 
sitology, biochemistry, etc., and a type of tech- 
nician similar to that trained by the South African 
Institute for Medical Research for service with 
_ the South African Medical Corps. 


PHYSIOTHERAPISTS. 


26. Here there is need for a large increase in 
_ personnel. We have in a previous chapter given 
a cursory view of the indications for this form of 
treatment. It is anticipated that, as there comes 
a greater consciousness of these indications, there 
' will be a much greater demand, apart altogether 
_ from the increase in the fields of orthopaedic and 
| traumatic surgery. These demands-will doubtless 
| be met.by a supply when a national health service 
| with salaried posts is instituted. The training of 
| non-Europeans should not be long. delayed, 
| preferably in connection with a medical school 
| catering for non-Europeans. Registration with the 
Medical Council is at present voluntary: it should 
be compulsory, and the conditions of recognition 
and conditions of practice should be laid down. 


should stand very high on the priority list of the’ 
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OccuPATIONAL THERAPISTS. 


27. A commencement has been made’ at the 
University of the Witwatersrand with the training 
of occupational therapists, though the exact course 
of training has not yet been decided upon. A good 
general knowledge of various crafts and a know- 
ledge of human nature (psychology) would appear 
to be prime essentials: these should be combined 
with the capacity to impart information in an 
interesting manner. It appears probable that the 
educational standard will be matriculation and the 
period of training three and a half years. The first 
two years will probably be the same as those of 
the medical course, with the addition of psychology. 
The third year will be concerned with the theory 
and practice of occupational therapy, craft-work, 
psychiatry and special lectures in applied anatomy. 
The last six months will be spent in an occupational 
therapy workshop, treating injuries under the 
supervision of a qualified occupational therapist. 
On completion of training, the successful candidate 
will be entitled to the diploma in occupational 
therapy, qualifying him to work in any type of 
hospital; mental or general. 


The term ‘‘ qualified occupational therapist ”’ 
has been accepted as meaning one who holds the 
qualifying diploma recognised by the United States 
of. America or British Association of Occupational 
ga or by the University of the Witwaters- 
rand. 


It is hoped that short courses may be arranged 
for general and mental nurses, physiotherapists and 
craft-teachers, who will be exempted from some of 
the above training. A distinction should be made 
between this work and the work of vocational train- 
ing which is essentially the task of the technical 
college, brought, if necessary, to the patient in the 
institution of which he is an inmate. As far as 
we know, there are at present only two trained 
occupational therapists in the country. 


DIETITIANS. 


28. Hitherto there has been no course of training 
for dietitians in this country. The only course has 
been that for a diploma or a dégree in domestic 
economy. Recently the University of Pretoria has 
instituted a B.Sc. course in dietetics, the first two 
years of which will be in domestic economy and 
the second two in nutrition and dietetics. The 
exact syllabus has not yet been fully settled. 


Something more than a mere knowledge of 
domestic economy or even of nutrition is necessary. 
The dietitian should be able intelligently to co- 
éperate with the doctor in devising special dietaries 
suitable for all sorts of disease. 


We have dealt in a previous chapter with the 
duties of the dietitian in hospitals. In connection 
with the health centres, her functions would be 
very much the same, with the additional duty of 
educating the public by means of lectures, demon- 
strations, etc., in the science of sound nutrition. 
A considerable number of dietitians will be required 
by the National Health Service as well as by the 
authorities responsible for school meals, factory 
and mine canteens, etc. 


OPTOMETRISTS. 


29. We suggest that this name should be 
recognised for the body of auxiliaries commonly 
known as “‘ opticians ’’. 

The South African Optical Association has 
organized these auxiliaries. It recognises the 
diplomas of the Worshipful Company of Spectacle 
Makers and the British Optical Association, and 
has instituted its own diploma granted after a 
three-years part-time course of instruction at a 
technical college, apprenticeship to a recognised 
optical practitioner, and the successful passing of 
two examinations. 
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This body of auxiliary personnel should be 
recognised and registered by the Medical Council 
for certain specified purposes, and those purposes 
should be definitely laid down. The optometrist 
should be empowered to test for errors of refrac- 
tion and be skilled in the fitting of spectacles. Any 
pathological condition beyond an error of refrac- 
tion should be handed over to the ophthalmologist 


for treatment. 


We suggest that the compulsory registration of 
optometrists should be carried out by the Medical 
Council and that the curriculum and conditions of 
practice should be laid down and the examinations 
carried out under the auspices of that body; but 
that the arrangements for training should be made 
by the South African Optical Association, as agents 
of the National Health Service. In view of the 
great shortage of ophthalmologists in this country, 
and the urgent need which exists for the correction 
of errors of refraction in school children, and the 
time taken by ophthalmologists in prescribing mag- 
nifying glasses for presbyopia in elderly people, we 
believe that the Health Service will have need of 
the services of a large number of optometrists to 
relieve the ophthalmologist of much routine work 
and that arrangements should be made accordingly. 


It is obvious that the objections which have been 
raised by ophthalmologists under’ existing condi- 
tions to the practice of opticians (vide Chapter 13) 
would fall away under a national health service, 
where the optician will be part of a salaried per- 
sonnel and will not practice for gain. He will 
always be under the supervision of an ophthalmolo- 


gist who, after satisfying himself that no eye: 


disease other than an error or refraction is present, 
will refer suitable cases to the optometrist. We are 
not here concerned with their private practice but 
with their use in a national health service. 


DentTaL MECHANICS. 


30. It would appear that there is an urgent need 
for a definition of the work and conditions of prac- 
tice of the dental mechanic: for his registration by 
the Medical Council, and for laying down of the 
course of recogmised training. At present an 
apprenticeship of five years is demanded, a period 
which bears no relationship to the amount of train- 
ing necessary. The training of dental mechanics 
should be undertaken by the National Health 
Service, preferably in connection with a dental 
school. 

OrtTHOPAEDIC MrEcHANICS. 


31. It is desirable that the National Health 
Service should train its own orthopaedic mechanics 
in order that orthopaedic appliances may be accu- 
rately fitted and supplied to patients promptly. 
Some form of orthopaedic appliances have been 
manufactured at the Government Artificial Limb 
Factory in Johannesburg since 1918. This factory 
was established by the Department of Defence as a 
repair shop; it has expanded until today it em- 
ploys a large staff which manufactures or adapts 
the most modern types of artificial limbs and ortho- 
paedic appliances. It therefore plays an important 
part in the rehabilitation of the crippled soldier. 
Through the Nuffield Trust arrangements have 
been made whereby orthopaedic institutions may 
send their own apprentices to this factory for 
training with a view to the opening of more exten- 
sive workshops for civilian use. This movement is 
in its infancy: it should be very: greatly extended 
under a national health service. 


Orthopaedic mechanics should be’ registered by 
the Medical Council. The recognised course of 
training should be laid down. At present much 
unskilled and inferior work is being done, as was 
demonstrated to us by witnesses. In addition, 
there is delay in obtaining appliances through 
ordinary trade channels. . 
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in accordance with the modern conception of 
_health, the provision of this class of personnel is 
- the most important of the National Health Service| 










Provision or Hyarens Orricers, HeattH | 
Inspectors, HrattH Assistants, Etc. j 


32. If national health services are to be develope 


pe 


—more important than the provision of doctors, 
nurses, etc., for upon them will depend the effi-| 
ciency of the non-personal and educational services| 
which should form the very foundation of the) 
health of the future. At present the facilities for 
training this class of personnel are totally inade- 
quate and, where present, unsatisfactory. Adequate 
training of this class of personnel should be under- | 
taken by the National Health Service itself at an 
Institute of Hygiene. ‘ 





An Institute of Hygiene. , 

33. Under the Transvaal Republic the persist- 
ence of one enthusiast, the late Sir Arnold Theiler, 
induced the Government to establish a central 
veterinary institution. This was expanded under 
Crown Colony, and later Union Government, until 
it has become a model institution famous through- 
out the world. It was realised that there were 
many problems of veterinary medicine and agricul- 
ture which were peculiar to South Africa. Here 
research has been combined with the training of 
personnel who have thereafter entered the’ public 
Veterinary and Agricultural services with great 
benefit to the welfare of the Union. It is strongly 
urged that the special problems of hygiene which 
have long confronted us—problems peculiar to the 
Union on account of climatic, geographical and 
ethnic circumstances—should likewise be regarded 
as of sufficient importance to the welfare of the 
country to justify. the establishment of one, or per- 
haps several, Institutes of Hygiene at which re- 
search and the training of health personnel will be 
combined. Such subjects for research as types of 
housing suitable for differing climatic conditions 
and racial groups, cheap and efficient methods of 
privy construction, methods of composting, and 
many other problems await investigation by compe- 
tent teams of workers, who would also be the 
teachers of those who are in training for inspectoral 
and health educational services. The types which. 
could be trained in part or whole at such an 
institute would be hygiene officers (medical aids), 
health inspectors, health assistants and health 
visitors. The Institute of Hygiene could also be 
used for the training in preventive hygiene of other 
categories desirous of educating the public, and 
even keen members of the general public itself. 

A start might well be made with the establish- 
ment of such an Institute at or near Durban. It 
should be under the control of the National Health 


Service, and should be linked with general labora- 


tory services on the bacteriological side, with the 
Housing Board on the constructional side, and with 
the veterinary and agricultural services in connec- 
tion with meat and milk inspection, vector control 
and compost manufacture. : : 


The provision of Institutes of Hygiene might 
later be extended to other areas with peculiar 
problems. 


Hyciene Orricers (MEpricaL Aus). 


34. These are, or are destined to be, persons, 
European and non-European, who, having taken 
the degree of B.Se. (Hygiene) and thereafter under- 
gone a year’s practical training, are then appointed 
as-medical aids. The scheme is outlined in the 
Report of the Committee of Enquiry on the Medical 
Training of Natives. The principle of instituting 
the degree of B.Sc. (Hygiene) has been accepted 
by the University of South Africa. People with 
this training should be of great value to the 
National Health Service. We suggest that 
‘ hygiene officer ’ is a better name for this class of 
personnel than the term ‘ medical aid ’, which is 


nisleading and has unfortunate associations, The 
jost-graduate training would be given at the Insti- 
ute of Hygiene. A health inspector’s training, 
gefore undertaking the B.Sc. course, might be 
eckoned as an equivalent of the post-graduate prac- 
ical trainine as suggested by the South African 
Health Official’s Association. As a result of the 
raining which is set out in detail in the above- 
mentioned Report, they should have a thoroughly 
scientific understanding of the factors upon which 
nealth depends and should be competent to direct 
she activities of the subsidiary health personnel; 
i0 collate the results of their work; to undertake 
health educational duties; to carry out inspections 
of environmental conditions, including housing and 
food distribution; and advise local authorities in 
regard to non-personal health services. 


It is suggested that steps should be taken to 
promote the training of Europeans as well as non- 
Huropeans for the degree of B.Sc. (Hygiene). 


On the figures given by the Report of the Com- 
mittee mentioned above, one hygiene officer would 
uppear “to be required for every 20,000 rural 
Natives. The same figure might be applied to the 
rural population generally and to urban poptla- 
tions living in small towns. It so, a total force of 
some 800-1,000 such persons might be usefully 
2mployed in the Health Service of the Union. The 
present output is limited to Natives, about ten 
qualifying at Fort Hare annvaily. 


As regards Europeans, the training could be 
carried out at any of the existing Universities or 
University Colleges. 


Heatru Inspectors. 


30. These are specifically referred to in the 
Public Health Act as “‘ sanitary inspectors’’. We 
agree fully with the representations made by the 
South African Health Officials’ Association that 
the title should be officially changed to ‘“‘ health 
inspectors ’’ as being more in conformity with the 
nature of the duties which they now perform. The 
arrangements for the training of health inspectors 
require reform, particularly with regard to the pro- 
vision for practical training. The curriculum for 
the ordinary health inspector’s certificate is based 
on conditions in Great Britain (the headquarters of 
the Royal Sanitary Institute)—conditions very dif- 
ferent as regards standard of civilisation, climate 
and industrialisation from those found in the Union 
of South Africa. ‘Too little stress is laid upon the 
requirements for sanitation in rural areas and 
among primitive peoples, upon nutrition in rela- 
tion to agriculture, pest-control, composting and 
methods of personal health education: in all of 
which health inspectors in South Africa should be 
competent authorities. As to the actual facilities 
for training, these are deficient as regards both the 
theoretical and the practical sides. arly con- 
sideration should be given by the National Health 
Service to the provision of adequate facilities for 
full-time training. Such facilities could well be 
provided at the Institute of Hygiene. We are con- 
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vinced that health inspectors, as an integral part — 


e 
repistered by the Medical Council, and that the 
curriculum should be laid down and the examina- 
Tons set by that body. t 


“Tt is worthy of note that the certificate granted 
in this country is not recognised in London and 
Scotland, or by most of the other members of the 
British Commonwealth. 


HEALTH ASSISTANTS. 

36. The training and employment of this type 
of personnel has been advocated by various authori- 
ties, and their usefulness in conveying health 
education to and in recognising certain epidemic 
diseases among rural Native communities (and, to 
a lesser extent, among urban Native commynities) 


ealth Service of the country, should be_ 
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was originally demonstrated in Natal. Dr. G. W. 
Gale, in his short monograph, ‘‘ A Suggested 
Approach to the Health Niassa of Native Rural 
Areas ’’, has elaborated the type of training to be 
given to this type of personnel. At Polela Health 
Unit such assistants are being trained and employed, 
and the Committee of Enquiry on the Medical 
Training of Natives recommended that there should. 
be created a large force of Native health assis- 
tants specially trained in rural hygiene. On the 
scale of employment suggested by that Committee, 
several thousands would be required for rural - 
Native areas alone. We suggest that their employ- 
ment need not be confined to such areas, and that 
there is room for the employment of a corres- 
ponding European type. Possibly a good source 
of this type of personnel would be amongst those 
who are at present engaged in hygiene work in the 
Army. Such men, before demobilisation, might 
be given an opportunity of a four-months inten- 
Sive course in hygiene, with a guarantee of employ- 
ment. This suggestion applies to both European 
and non-European personnel. It would be a pity 
if such a potential source of personnel were dis- 
sipated. We recommend that the course of 
training should be as laid down in the above- 
mentioned Report of the Committee of Enquiry on 
Medical Training of Natives. 


Heatra VIisirors. 


37. The health visitor first came to the fore as 
a ‘‘ female sanitary inspector ’’’. At present she 
has had a training in either general nursing, 
maternity nursing, or both, and thereafter takes a 
part-time course in public health nursing at a 
technical college and sits for an examination laid 
down by the Royal Sanitary Institute. We are of 
opinion that their registration should be in the 
hands of the Medical Council, and that the sylla- 
bus of training should be laid down and the 
examinations set by that body. 


Tt is desirable that they should hold a general 
or maternity certificate, but not the three-years 
midwife’s certificate which we have advocated 
earlier in this chapter. Under these circumstances, 
whilst they would not be competent to undertake 
the inspection of midwives, they would, after a 
proper public health training, be competent to 
undertake all the other duties which at present 
fall within their sphere and, in addition, could 
relieve the doctor of a great deal of routine and 
otherwise unnecessary visiting and consultation. 


Their training should be whole-time under the 
auspices of the National Health Service, and 
should be carried out at an Institute of Hygiene. 
We suggest a six-months post-graduate course with 
an organized training in field work. A diploma 
should be granted at the end of the course. 


TRAINING AND REGISTRATION oF HEALTH PERSONNEL. 


38. We are of opinion that all health personnel 
should be registered and ultimately controlled by 
a body to be called ‘‘ the General Medical and 
Nursing Council ’’. It is essential that the desi- 
derata for training and examination of the different 
tvpes of personnel should be codrdinated by this 
Council. 


The domestic concerns and details of training 
and examination should be delegated to separate 
medical, dental, pharmacy, nursing and auxiliary 
boards as the necessity arises. 


We consider that the disintegration of the co- 
érdinating function of the ‘‘ General Medical and. 
Nursing Council ” by the establishment of entirely 
separate and independent councils for a, of the 
professions concerned would be undesirable. 


It is emphasized that the chief function of the 
‘‘ General Medical and Nursing Council *’ wil] be — 
to. safeguard the public interest. thr gels 
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PART IV. 





The Organization of the National 
Health Service. 


(The Commission’s advice upon the organization of 
the National Health Service) 








CHAPTER XXVIII. 





THE HEALTH CENTRE AS THE FOUNDA- 
TION OF THE NATIONAL HEALTH 
SERVICE. 


1. The Health Centre will be the basic unit ’and 
it will be here that the actual personal health 
services will be-rendered. We recommend that 
Health Centres be instituted according to the 
ariteria laid down hereunder and that all medical 
and other health services be concentrated in such 
Health Centres. 

Many advantages accrue from such an arrange- 
ment. Great saving could be effected in medical 
and auxiliary personnel. Instead of functioning 
at scattered points such as private consulting 
rooms of doctors, dentists, physiotherapists, ‘radio- 
logists, pathologists, etc., health personnel would 
be grouped together in teams at these centres and 
practically all the personal health work, exclusive 
of purely hospital services, organized from them 
as bases. This will make possible the arrangement 
of regular hours, rapid consultation, and a com- 
plete and full-time service for the public. 

2. Much could also be saved materially in that 
duplication of equipment and instruments could 
be avoided. Standardization and bulk-buying 
will make it possible to procure better equipment at 
a lower cost than is possible at the moment with 
individual choice and retail buying. Doctors and 
others will not need to meet the heavy overhead 
expenditure in connection with rental, lighting, 
heating, etc., all of which are factors in the cost 
of medical care. The National Health Service 
will have to meet the cost of the overheads men- 
‘tioned, so that the cost of medical care would be 
reduced if the National Health Service could 
eliminate duplication and excessive costs—e.g., by 
building or acquiring its premises. This could 
only be less costly if elaboration were avoided. 
The arrangement would also lead to greater effi- 
ciency because the best diagnostic. and thera- 
peutic equipment would be available to all prac- 
titioners, much of which at the present moment 
may be beyond the powers of individuals. 


3. Much of the time of doctors in private prac- 
tice is occupied, and, in a medical sense, wasted 
in writing out certificates, filling in forms, etc. 
Under the new regime all Health Centres will, in 
addition to the technical staff, be provided with 
trained clerical assistants, able to take down verba- 
tim reports dictated by doctors immediately after 
an examination or treatment. It will be the duty 
of these assistants to keep these records in easily- 
accessible form and to prepare from them essential 
data for despatch to the statistical sections of the 
Regional and Central (National) Headquarters, to 
undertake all correspondence in connection with 
cases, etc. In this way, efficiency of the health and 
medical services will be increased, while at the 
same time doctors will be released from purely 
clerical duties and enabled to devote more of their 
time to clinical work and health ,education. In 
view of the shortage of doctors, dentists and nurses, 
this is a matter of prime importance. Clerical 
assistants for this work could be trained in special 
courses to be planned at Technical Colleges, and 
one of the functions of the National Health Ser- 
vice will be to make arrangements for such 
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training. The course need not be long, and only 
the best candidates should be selected. Good pay 
will be an economy, for these persons will contri- 
bute much to the general efficiency of the new 
Health Service. . 


4. Radiographers and laboratory assistants will 
be available on the spot. Today the practitioner 
in private practice may do his own radiography 
and side-room work, or he may send them to be 
done by specialists. Neither of these methods 
makes for the greatest efficiency and may cause 
delay and waste of time, to the annoyance of both 
patient and doctor. Under the new regime there 
will always be available on the spot trained 
personnel, thus increasing efficiency and saying 
time and money. 


Obviously, it will be possible to plan the work 
so that the same doctor will not be on call 24 
hours per day 365 days per year, as is the case 
with most practitioners today. Only in the 
smallest ‘‘ one man ’’ centres will this appear to 
be the case, but even here it will be possible 
through the relief staff of the Service to arrange 
for regular leave. This will naturally lead to less 
fatigue, fewer mistakes will be made, and greater 
efficiency will result. Similarly, it will be easy to 
arrange for study leave, a necessary adjunct of a 
national health service. ’ 


5. The chief criticism against the present system 
is probably the divorce of general medical prac- 
tice from personal preventive health services. It 
will now be possible to effect a better integration 
ee the Health Centres on the following 
ines :— 


(a) Statistical Medical. Research Services 
through records kept at the Health Centres and 
forwarded to the Regional and National Head- 
quarters will act as a finger on the pulse of the 
health of the nation. On this valuable and vital 
information, covering, as it should, all sections 
of the people, the National and Regional plan- 
ning authori+.es will base their programmes for 
research, for training of personnel, and for the 
development of local health services, thus leading 
to increased national efficiency. : | 


(b) Health Education—general and specific. 


(i) General health education will be carried 
out at the Health Centres through posters, 
pictures, models, etc., attractively displayed in 
waiting-rooms, and by means of talks, demon- 
strations, films, etc., at suitable times chosen 
by the Health Centre Council, and in charge 
of the technical personnel of the Health Centre 
and of the local environmental and sociologi- 
cal services. 


(ii) Specific individual education will be 
carried out by doctors, health visitors and dis- 
trict nurses when dealing with patients, at 
routine medical examinations, and at special 
medical examinations. The doctors will have 
available reports as to home conditions, etc., 
made by health visitors and district nurses. 
Doctors will have no economic incentive to 
rush through as many patients as they can, 
and so will have time to undertake health 
education with the individual patient. 


(c) Local Non-Personal Health Services.—Any 
undue incidence of disease such as infantile 
diarrhoea, caused by inefficiency or inadequacy 
of these services, will become obvious at once, 
through the statistical service of the Health 
Centre, and appropriate steps can be taken 
immediately. With few exceptions under the 
present regime, this correlation is only slowly 
perceived, if at all, and becomes the basis fo1 
remedial action only when it becomes a public 


scandal. 


(d) Sociological Services, including industrial 
hygiene and welfare, will also be instituted and 
_ will function much in the same way as indicated 
in the previous paragraph. The data accumu- 
lated will be at the disposal of.the Health Centre, 
and appropriate action initiated-there. It wiil 
be necessary, to maintain constant liaison with 
social and industrial welfare workers; and indeed 
it would be advantageous if the local officers of 
the health, social welfare and industrial hygiene 
services could be grouped closely together. 


SIZE AND STAFFING oF Herauru CENTRES. 


__ 6. Because of the great variety in geographical 
factors, composition and density of population, and 
general health conditions, it is impossible to pre- 
scribe one standard type of Health Centre. It will 
be necessary to have different types to meet the 
differing conditions of — 

(i) the cities and towns; 
(11) the villages and country; 
(111) the Native areas. 

The number of people to be catered for by each 
centre will vary according to the circumstances. 
It is necessary to determine the number of people to 
be served by each centre. In the following consi- 
derations it is assumed, taking the Union as a 
whole, that there is only one doctor for every 
3,000 of the population, and that the National 
Health Service will endeavour to. distribute the 
doctors according to the needs. It will take some 
time to achieve this, for at present the distribution 
is very uneven, varying from 1 per 500 in Cape 
Town to | per 35,000 in some Native areas, and any 
attempt to adjust this abruptly may lead to serious 
repercussions. At the commencement, therefore, it 
will be necessary to sacrifice the ideal to practical 
considerations. The inequalities of distribution 
must be overcome, not so much by the transference 
of urban doctors to rural areas as by increasing the 
production of personnel, and by a wise dilution of 
the medical service. We are not in agreement 
with the opinion of the ‘“‘ Committee on the Admis- 
sion of Students to the Medical Schools of South 
Africa ’’ (Hugo) that the ratio of one doctor per 
2,500 of the population will give adequate service 
to all members of the population of South Africa. 
A large body of evidence was adduced before us, 
and most of the authorities are agreed that the 
ratio of one doctor to 1,000 people is correct. Be 
that-as it may, it is clear that a large shortage of 
medical men exists in the Union, and it will be 
necessary to take steps to remedy this state of 
affairs. Strong evidence was tendered, and com- 
mon sense confirms, that it is better that the Native 
people be treated by men of their own race. It 
will therefore be necessary, in the near future, to 
increase the facilities for training, especially of 
Native doctors. As will be seen, not all doctors 
will be available for work at Health Centres; some 
will be concerned with preventive work, while 
others will be employed in administration, hos- 
pitals, ete., 


7. City and Town Health Centres.—Kach of these 
should serve an area of about ten square miles 
which may contain a population of 10-25,000 people. 
These, and indeed all other, criteria in this connec- 
tion should be very elastic so as to allow for the 
size and nature of the Health Centre to be adjusted 

to the needs of the community. Adopting the ratio 
of one doctor per 2,500 population, because of lack 
of personnel, the Health Centre will be staffed by: 
4-8 doctors. 
1 dentist. 
1 registrar. 
1 sister-in-charge. 


2 nurses for casualty department and. 


theatre. . 
8-16 health visitors. 
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4-6 district. nurses. 
1 pharmacist. 
1 hygiene officer. 
1 radiographer. 
1 laboratory assistant. 
1 physiotherapist. 
1 dental mechanic. 
8 clerical assistants. 
4 caretakers, who will also act as drivers 
of ambulances and disinfectors. 
telephonists, and 
some Natives employed as messengers, 
etc. 


Ax 
os 


Co 


_ Serving, perhaps, more than one Health Centre 
in a city or town, but attached to one of them, will 
be a social worker who will collate the social data 
suppled by the health visitors and act as liaison 
officer with social welfare work. 


8. The Health Visitors will help the doctors when 
these are consulting and may, under the supervision 
and direction of a medical practitioner, themselves 
assist at infant and other clinics when the doctor 
to whom they are attached is not at the clinic. A 
number will be employed in domiciliary visiting as 
distinct from district nursing. They will be the 
main link between the Health Centre and condi- 
tions in the home. Thus, in the morning when 
some of the doctors and health visitors will be on 
duty at the Centre, others of the same type of per- 
sonnel will be occupied in visiting and doing domi- 
ciliary health education work, while in the after- 
noon the réles will be reversed. The nurses will do 
district nursing and will further be employed in 
doing routine dressings at the Centre. 


9. The buildings of the Health Centre must con- 


tain the following rooms :— 


Casualty station ; 

minor operating theatre; 

small X-ray room and dark room; 

telephone exchange; 

record room ; 

physiotherapy room. 

consulting rooms (4-8—i.e. one per doctor, plus 
spares for specialists and other purposes) ; 

waiting rooms; 

infant and child welfare rooms; 

medieal staff library and writing-room; 

medical staff common-room ;" 

room for sister-in-charge ; 

common-room for nurses on staft of Centre; 

laboratory; 

lecture room; 

dental surgery and workroom; 

pharmacy ; 

lavatories, bathrooms, etc. ; 

accommodation for administrative and clerical 
staff, etc., and, in some, students’ rooms; 

parking garage for staff cars and ambulances. 


Attention has been drawn to the existence in 
various military camps of a type of attractive but 
simply designed building known as “‘ K”’’ huts 
which have been put to cognate uses in the Army. 
It is suggested that the possibility should be 
explored of turning buildings of this type to good 
account after the war, in connection with some of 
the smaller health centres. 


10. Each Centre will be equipped with one or 
more ambulances, which will serve to convey 
patients to hospital, and to assist those who have 
difficulty in walking to attend the Centre. As it 
is the intention that all calls for medical aid should 
be directed to the Centre and not to the individual 
doctor, telephonists will be on duty 24 hours of the 
day, and it will, therefore, be most convenient to 
station the ambulance at the Centre. In the larger 
urban areas it will be necessary to specialise the 
services at the various Health Centres in different 
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parts of the town. Thus, in an industrial area, 
more provision will be made for X-ray facilities 
(perhaps even to the extent of a permanent radio- 
logist) and extra physiotherapist services, while in 
residential parts the Centre would have extra facili- 
ties for maternal and child welfare work. The 
Health Centre building should be away from any 
hospital, as most hospital sites in large towns are 
already overcrowded, but it might be advan- 
tageously combined with a Community Centre pro- 
viding recreational facilities and lecture halls. 


11. Village and Country Health Centres.—These 
will of necessity vary considerably in size and 
equipment, ranging from the one-man station to 
the Centre in a large country town where the 
Centre will be only slightly smaller than that 
described in the previous paragraphs. 
serve quotas of people varying from 3-25,000. The 
personnel of these Centres will be in accordance 
with the scale laid: down in the case of the city 
Health Centre, and the equipment will vary accord- 
ing to the needs and size of the Centre. It might be 
advantageous to have these Centres in connection 
with the local hospital or with a Community 
Centre, the main considerations being the service 
of the people and economy in buildings. Where the 
Centre is not in the immediate vicinity of a hos- 
pital it will be necessary to provide a small number 
of beds at the Centre to serve urgent and maternity 
cases. In the smaller one-man Centres, it may be 
necessary to provide a house for the doctor and 
quarters for the other personnel. ‘The type 
of ambulance might also vary according to 
the size of the Centre. In the smallest, the 
ambulance might well at the same time serve as a 
conveyance for the doctor. In many of the village 
Centres it will necessary also to instal a mobile dis- 
infecting apparatus, which could serve the whole 
district. In the country, the Centres will have to 
provide satellite clinics at intervals of approxi- 
mately fifteen miles, at each of which will be 
stationed a nurse-midwife, and, when available, a 
type of health assistant parallel in training and 
function to the Native health assistant described 
in Chapter 17. Medical officers from the Centre 
will visit such clinics at least once per week, and 
carry out such duties as may be necessary. Mobile 
clinics (suitably-equipped vans) may prove a use- 
ful adjunct in many rural areas. 


Native Areas Health Centres. 


12. Eventually these too will serve fairly small 
units of population, but at the inception of the 
service, owing to the lack of personnel and the 
necessity for economy of both personnel and equip- 
ment, it may be necessary to space them out on 
a basis of 1 to approximately 20-30,000 of the 
population. 
for Natives is the fact that many of the Native 
people have not yet accepted Western medicine, 
and consequently the need in these areas is much 
greater for education and propaganda than for 
actual curative services. The recommendations of 
the Committee of Enquiry on the Medical Training 
of Natives can, with slight modifications, serve as 
a plan for such Health Centres. We suggest that 
there shall be at least two medical officers connected 
with each Centre instead of the one suggested by 
the Committee. <A description of such a Health 
Centre can best be given in the words of paragraph 
24 of the Report of the Committee :— 


“‘ Although teams of medical and_ health 
workers were envisaged as far back as 1928 by 
the ‘ Loram ’ Committee and were also recom- 
mended by the 1939 Committee’ on Medical 
Education (Botha), it was not until 1940 that the 


first such scheme was placed in the field—at the. 


Polela Health Unit in Natal. Members of the 
present Committee visited this Unit, and: the 


medical officer: it charge gave evidence before - 


They will. 


Another reason for the bigger quota - 
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the Committee. Although this Unit is not yet 
in full operation, the following account of the 
ideal rural health unit is based upon the expe- 
rience already gained at Polela: — 
The population to be served by a single Unit 
should vary according to local geographical 
conditions—roads, unbridged rivers, moun- 
tains, etc.—as well as the density and distribu- 
tion of the population itself. The average may 
be placed at 20,000. | 
The personnel of the team comprising the 
staff of the Unit should be :— ) 
One medical officer: preventive and cura- 
tive. ; | 
One medical aid: preventive and first aid 
only. ae | 
> Seven Native health assistants: preventive 
and first aid only. 


One nursing supervisor: 
health visitors’ qualification. 


Seven nurses-midwives: curative and in- 
fant welfare. ' 


The medical officer (European or Native) 
should be regarded primarily as the leader of 
the team. As the success of the Unit will 
depend largely on his ability to produce the 
team spirit and upon his enthusiasm for pre- 
ventive and sociological medicine, the greatest 
care should be exercised in the selection of 
officers, and they should be encouraged to re- 
main in the service by giving them scope to 
work out new methods of approach to rural 
health problems, and by placing them on a 
good salary scale. The medical officer should 
direct both the preventive and the curative ser- 

vices of the Unit. 


The curative functions of the Unit should 
be exercised through a series of district nursing 
stations or clinics—six, including the head- 
quarters clinic—at each of which should be a 
resident nurse or nurse-midwife. Each clinic 
should be visited once a week on different days 
by the nursing supervisor (European or Native) 
and by the medical officer. The latter should 
examine and diagnose new cases, give injec- 
tions for syphilis, perform minor operations, 
and so forth. 


The preventive functions of the Unit should 
be carried out by the medical aid (European 
or Native) and the Native health assistants, 
operating under the general direction of the 
medical officer and reporting to him constantly 
at the headquarters of the Unit. They should 
be mobile and propagandist, engaged daily in 
kraal to kraal visitation and paying special — 
attention to kraals from which sick persons 
have come to the clinic, with a view to remedy- 
ing environmental conditions productive of ill | 
health. A more detailed description of the pro- 
posed duties of medical aids working in health 
Units will be given at a later stage of the 
report.”’ 


13. We feel that two doctors working at a Health 
Centre could do better work than when working in 
two contiguous units, each serving half the popula- 
tion served by the larger centre. With two doctors 
at the Centre it would be possible to have a larger 
number of clinics under its care with the necessary 
personnel under each clinic. The tremendous 
volume of ill health in these areas, which can be 
prevented through the work of such assistants, 
makes their employment imperative. Their work 
would be even more effective than the use of doctors 
and expensive paraphernalia of modern curative 
medicine. Urban ill health, much of which is due 
to the stress and strain of modern civilised life, 
as well as overcrowding, with the attendant risks 


‘ 
4 
: 


curative, with 


| 

of infectious diseases, greater exposure to accidents, 
and the higher cost of protective foodstuffs, is not 
s easily prevented as rural ill health, which is 
mainly due to gross insanitation and ignorance of 
dietetics. Both these latter can be corrected by the 


use of health assistants under inspiring leadership, 
such as that at Polela. 


14. The Health Centre will usually be combined 
with a new hospital, but where there is already a 
mission hospital, it will generally be better to keep 
the Health Centre separate, as attachment might 
lead to administrative difficulties. 


15. Experimentation will be necessary both with 
regard to staffing and the general technique of 
management. At first there will be only a few 
centres because of the shortage of staff, quite apart 
from any financial considerations. The experiments 
will have to be watched carefully, details recorded, 
and the records kept and analysed. 


ADMINISTRATION, 


16. All Health Centres in any particular region 
will fall under the ultimate administrative and 
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financial control of the Regional Health Director, | 


advised by the Regional Health Council, and re- 
sponsible to the National Health Board. 


17. Local executive control will be exercised by 
the Chief Medical Officer of the Centre, advised 
and assisted by the Health Centre Council and the 
Technical Committee. 


18. On the Health Centre Council there shall be 
represented : — é 


(i) the local authority or authorities in the 
area; 


(ii) the voluntary agencies in the area; 


(111) representatives of the public appointed by 
the Minister of Health on the recommendation 
of the Magistrate; , 

(iv) the technical personnel of the Centre; 

(v) the Chief Medical Officer of the Centre. 


19. The Chief Medical Officer of the Centre will 
be ex officio Chairman of the Health Centre Council, 
and the Registrar will be ex officio Secretary. While 
all technical personnel of the Health Centre will be 
appointed by the Central Authority, the appoint- 
ment of minor personnel will be left in the hands 
of the Health Centre Council, subject to the 
approval of the Regional Health Officer. The 
Health Centre Council will also be charged with the 
election of the representatives upon the Hospital 
Board in their area. The Health Centre Councils 
of one or more regions, as may be determined, shall 
elect a representative on the National Health Coun- 
cil, at the expiry of the life of the first National 
Health Council. 


20. Technical Committee.—All the technical per- 
sonnel of the Centre will form the Technical Com- 
mittee. In village and country, and in Native 
areas, this Committee would handle all matters it- 
self, but in the larger city and town centres, an 
Executive Committee should be appointed with 
full power to act on behalf of the Technical Com- 
mittee of the Centre. 


21. Every five years, or whenever a vacancy 


occurs, the technical staff, subject to confirmation 
of the Regional Health Officer, will elect one of its 
medical personnel to act as Chief Medical Officer 
of the Health Centre. They will also elect repre- 
sentatives to the Regional Health Conterence, to 
the Boards of hospitals in the area, and representa- 
tives on the Health Centre Council. 


22. The Technical Committee or its Executive 
will arrange the duties; hours of work, holidays, 
etc., of all the technical personnel, in conformity 
with the general regulations governing the National 
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Health Service as laid down by the National Health 
Services Personnel Commission. A constitution 
uniform for all Health Centres will have to be 
drawn up, defining the relative powers of the local 
Technical Committee and the powers of veto of the 
higher authorities, regional and national. The 
maximum degree of autonomy consistent with 
uniformity throughout the Service as a whole 
should be given to the Health Centre Councils, and 
over-riding decisions should only be made after an 
officer of the higher authority has personally met 
the Health Centre Council and discussed the matter 
with them. 


23. The Chief Medical Officer would be respon- 
sible for the collection of statistics, forwarding 
these to the regional and national headquarters, 
and for the immediate action based thereon in rela- 
tion to non-personal, nutritional and industrial 
services. 

Practice oF A HEALTH CENTRE. 


24. Free Choice of Doctor.—The medical prac- 
titioners, who will be employed on a full-time 
basis, would be on a panel, and persons resident 
in the area would have the free choice of doctor 
up to a limit of, for example, 2,500 persons to 
one doctor, or to such limit as the Technical Com- 
mittee may determine. Outside the working day 
—whatever hours were agreed upon—the doctor 
would take his share of emergency duty with his 
colleagues and the nurses. At night, during 
week-ends, and on holidays, therefore, the patient 
would need to bé content with whichever doctor 
was on call. He would be sure, however, of 
getting a doctor, which is more than can be said 
at present. . 


25. Periodic Medical Examination.—In the 
National Health Service, prevention of disease 
will be the main objective, even of the so-called 
curative services. In conformity with this will 
be the regular periodic medical examination of 
all the people, and as time goes on this will - 
probably become the main service rendered by the 
Health Centres. A beginning in this connection 
would be the periodic medical examination of all 
pre-school children, when it would be possible to 
establish a card-index which might in the course 
of time become a register of all the people in the 
area. To arrive at this desirable state—that all 
people are being periodically examined—will, 
however, require a great amount of education. 
This health education would be given in individual 
cases on the findings at the periodical and other 
examinations, and on reports on the home condi- 
tions brought in by the health visitors, or trans- 
mitted to the Health Centres by the local authority 
from health inspectors’ reports. The doctors will 
also take part in the programme of general health 
education by giving lectures, etc., arranged by 
the Health Centre Council and the Technical 
Committee. 


26. Curative Work of the Health Centre.— 
General medical practice, as understood today, 
will be carried out at the Centre with all the 
advantages outlined above. 





27. Domiciliary Curative Work.—In the new 
system domiciliary visiting would be reduced 
because it is wasteful in man-power, time and 
money. It is not possible to perform the best 
clinical work in the average home. By health 
education, periodic examinations, and _ health 
visitor activities, people would be induced to come 
to the Centre before they became confined to bed. 
As the service will be free, there will be no reason 
for any hesitation or delay in calling on the doctor 
for help and advice. Cases who become acutely 
ill would be seen by a doctor immediately, or, if 
necessary, it could be arranged that they be 
admitted to hospital on the authority of a health 
visitor or district nurse. 


aint 
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28. The midwifery would, in the vast majority . 
of cases, be undertaken by midwives, but cases 
where any abnormality gvas discovered at the ante- 
natal examination or any difficulty of labour 
anticipated, would be referred to the hospital for 
attention by an obstetrical specialist. Because of 
the shortage of medical personnel it will be 
necessary to restrict home visiting by doctors, and 
in those cases which are treated at home unneces- 
sary visits by the doctor could be curtailed by 
substituting visits of the district nurse, who would 
be in attendance on the case. Regular reports 
would be made as to progress, etc., and the doctor 
would visit the case when necessary. 


29. Hospital Curative Work.—The doctors on 
the staff of the Centre would be attached to a 
general practitioners’ hospital in the area, and 
would thus be enabled to follow up their cases in 
hospital. In. the smaller hospitals, it will be 
necessary for one of the general practitioners to 
be trained to perform the urgent surgical work, 
but in the larger hospitals surgical specialists 
would be available. 


SCHEME Of HEALTH SERVICES CARRIED 
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30. Functions of the Chief Medical Officer of 
the Health Centre.—The Chief Medical Officer 
would act as leader of the team of technical 
personnel connected with the Centre. He will 
represent the local technical personnel to the 
higher authorities, and will serve to link the 
activities of the Centre with other local health 
services. 


31. The Registrar (non medical) will be Secre- 
tary to the Health Centre Council and business 
manager of the -non-professional work of the 
Centre. As he will be particularly concerned with 
the preparation of vital statistics he should have 
statistical aptitude. 


32. Specialist Polyclinics—In the cities and 
some of the larger towns, special Centres will be 
instituted where specialists can do their consulting 
work. These Centres will of necessity vary in 
character and size. The basic idea is that 
specialised services would be concentrated at such 
a Centre where the patient, who would ordinarily 
visit a specialist at his rooms, could be seen or 
receive treatment. 


TO ILLUSTRATE 
_CHAPTHR 28. 
OUT AT OR IN CONNECTICN with tows 


HEALTH CENTRES. 


HEALTH SERVICES AT THE HEALTH CENTRE. 


The Health Centre Council is responsible for general 
arrangements at the Health Centre and Liaison between 
services there and services outside. For this reason 
the Local Authorities and Voluntary Agencies, as well 
as Technical Personnel, are all given representation 
on the Council. Day to day administration by the 
Chief Medical Officer of Health Centre in accordance 
with policy and programme of the Health Centre Council. 


A. PERIODIC MEDICAL EXAMINATIONS: - 


on Family basis, by family physician selected by W————~» In case res 


head of family, revealing insiplent illhealth 


due to:- x 


<a 


(1) 


(2) Neglect or ignorance of personal hygiene 
(dealt with by individual health education 
by doctor and nurse at Health Centre.) 


(3) Neglect of physical education 


(4) 
malnutrition due to ignorance 


(5) 
housing and drainage defects 


.LT: CES OUTSIDE THE HEALTH CENTRE 
BUT LINKED DIRSCTLY WLTH IT. 

Some (clearly indicated) undertaken by the National 
Health Service itself, through technical personnel 
based on the Health Centre; others by other agenciea, 
repberpe and often inspected by the National Health 
Service. 


goes of femilies voluntarily submitting to period- 
ic medical examination is inadequate, arrangements will be 
made to undertake periodic medical examination of school 
children, periodic medical examination of Factory Workers. 


Nutritional defects resulting from peverty WW refer to , local Social Welfare Officer (assisted nutrition schemes) 


—_______ refer to 5 Physical Education Services (School or Adult) 
Neglect of domestic hygiene including refer to, Health Visitor for area (National Health Service.) 


External environmental insanitation and refer to__. Health Inspector of Local Authority. 


(6) Defects in hygiene of workplace _._.ss—Csts—(CtCi re for to Industrial Hygiene Services (Department of\ Labour) 


(7) Social maladjustments 
(8) Psychological maladjustments 
(9) Early physical disease eee, 
B. HEALTH EDUCATIQN: - 
(1) Individual Health Education - see (2) above. 
(2) HealthMuseum at Health Centre. 
(3) Health Lectures (illustrated) at Clinics: 


(Maternal and Child Welfare, etc.) )in Health Centre 
in Evenings(adults and adolescents){Lecture Hall 


(4) Health Discussions “and Debates organised 
eby Health Centre Council. 


C. CURATIVE SERVICES: - 
Diagnostic. 





Therapeutic. 


Clinical Medical (includin 
Radiological Surgical eae rar 
Laboratory Dental at 
Psycho~analytical Physiotherapeutic cae 
Psychotherapeutic , | 
General F iFloners 


Specialist from Health e% 
Services 
HOSPITALS. 


paver ta, localisocial) Welfanevorrrcer 


Health itors om Health educational services i 
Health Centre Steff. in homes (National Health Service) 


weneral Practitioners Lectures to:= 

fram Health Centre (1) Schoolchildren. 

Staff. (2) Teachers in training. 
(3) Social Welfare Workers. 


Workers at factories, 
stores, etc. 

Congresses of teachers, em- 
ployers, trade unions, etc. 


DOMICILIARY CURATIVE SERVICES. (National Health Service) 
General Practitioners. 


District Nurses. 
Vis iting Physiotherapists. 


AMB) CE SERVICES. 


Health Visiter (plus General Prevention of 
spread of 


infectious diseases. 


Practitioner if necessary) 


plus Health Insp ctor 


(Local Authority) 


CONVALESCENT HOMES. 


REHABILITATIVE CENTRES. (Department of Labour 


and/or Social Welfare). 


Nats 
CHRONIC SICK HayES. ; 
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THOSPITAL AND ANCILLARY SERVICES. 


1. The modern conception of a hospital is an 
i stitution so equipped and staffed as to provide 
the most efficient housing, and medical, surgical 
and obstetrical services for the treatment of the 


past when a hospital was merely another charitable 
institution and in the National Health Service, 
providing health services for all sections of the 
people, no invidious distinctions will be made 
between one sick person and another. The need 
of the patient will decide the accommodation 
allocated to him or her. 


2. In the National Health , Service hospital 
services will be provided wherever necessary. It 
will be essential that provision be made to relieve 
the pressure on the accommodation of general 
hospitals, by the establishment of Convalescent 
Hospitals. In these, patients who do not require 
the expert skill and specialised equipment of the 
general hospital could be accommodated. It 


would be possible to build the convalescent 


hospital on a less elaborate basis, thus reducing the 
overhead expenses. It has been suggested in 
evidence that many patients could be transferred 
to such an institution shortly after an operation 
or in the early stages of convalescence, in this way 
making room in the general hospital for acute 
cases. The staff could also be diluted by the 
employment of assistant nurses. 


Economy in building should be the serious 
concern of the National Health Service. Much 
could be effected, by simplicity of design and 
adaptation of equipment to the demands of the 
particular circumstances. 


3. Another type of auxilliary institution is the 
Convalescent Home. While in the convalescent 
hospital the patients would still be confined to 
bed and require a certain amount of nursing 
attention, in a convalescent home they would be 
up and about and more or less able to look after 
themselves. This kind of institution would again 
be cheaper to build and maintain than either of 
the preceding. 


4. Accommodation for the chronic sick is at 
present lamentably inadequate and this need will 
require fairly early attention. Under the National 
Health Service it will be possible to confine 
chronic sick homes mainly to incurable cases, as 
most curable cases of long duration will be treated 
in the convalescent hospital. Only a nucleus of 
trained staff will be necessary in such chronic sick 
hospitals and the cost therefore reasonable. 


SizE AND TyPE oF HOSPITAL. 


5. It will be for the Hospital Division, on the 
basis of regional surveys, to make final determina- 
tions on most points discussed here but the follow- 
ing may be taken as pointers to a general line of 
policy. At present there is a great variety of 
hospitals, administered by a multiplicity of 
authorities. A great advantage of unified control 
will be the possibility of more efficient use of 
existing bed resources and rational planning of 
extensions. 


Stzz In RELATION TO PoPpULATION OF AREAS. | 

(a) Larger hospitals in more closely settled areas. 
6. As at present, larger hospitals will be 
developed in the more densely populated areas. 
The optimum size of a hospital is a technical 
question on which opinions differ. The main body 
of evidence laid before us appeared to favour about 
seven hundred and fifty beds as the largest number 
desirable in a hospital for administrative purposes. 
It is important, from the standpoint of the public, 
that hospitals should be easily accessible, not only 
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to the patients but also to their friends. To make 
visiting easy 1s not only humane, but also wise 
from the scientific point of view, as the psycholo- 
gical effect on patients is undoubtedly beneficial. 
In a settled area, roads are good and there are 
public transport services so that, other things 
being equal, large central hospitals do not place 


any great difficulties in the way of visiting. 


(b) Smaller hospitals in sparsely populated areas. 


7. The dominant factor here is not the highest 
conceivable efficiency from the technical point of 
view, so much as accessibility to patients and their 
relatives. In rural Native areas and even on the 
platteland, the latter is the more important con- 
sideration. The fear of isolation is a main factor 
in keeping patients from entering hospital. In 
the country, poor roads and absence of public trans- 
port make matters difficult. There is much to be 
said for the principle of multiple small hospitals as 
against the system of clearing hospitals with large 
central institutions. This is particularly true of 
Native areas, even at the cost of a certain amount 
of loss of purely technical efficiency. There should 
be at least one first-class hospital, with a full range 
of specialist services, in each region but in connec- 
tion with these there should be hostels at which 
relatives of patients could stay—an institution 
which has been used with success in India. In the 
Union it might be the function of one voluntary 
agency or other. 


(c) Types of Hospital. 
8. The following should be the types of hospital 
in the service :— 


(1) National (University) ; 

(11) -Supra-regional ; 
(111) Regional (Specialist) Hospitals; 
(iv) General Practitioner Hospitals; 


(a) Grade A (150-50 beds 
(6) Grade B ) 50-150 beds 
(c) Grade C ) 20-50 bene 
(d) Grade D (up to 20 beds 


9. National (University) Hospitals will be 
attached to medical schools: They will be staffed 
by the University and equipped specially for teach- 
ing purposes. They will be managed by a special 
board or Public Relations Committee as set out 
later in this chapter. They will be of the optimum 
size and will cover the whole field. The Superin- 
tendent will be appointed by the Personnel Com- 
mission, after taking into account the recommenda- 
tions of the Technical Staff Committee, Public 
Relations Committee and National Health Board. 


10. Supra-Regional (Special) Hospitals will deal 
with special diseases or have a special purpose. 
There will not be one in each region. ‘Their 
Technical and Public Relations Committees will be 
described later. Staffs will be appointed by the 
Personnel Commission after taking into account 
the recommendation of the Hospitals Division and 
the National Health Board. 


11. Regional (Specialist) Hospitals will have 
specialists as the heads of the various departments, 
assisted by practitioners who are undergoing train- 
ing as specialists. The Advisory Committees are 
set out below. The technical staff will be appointed 
by the Personnel Commission after taking into 
account the recommendations of the Technical 
Staff Committee submitted through the proper 
channels. The hospital will have from five hundred 
to seven hundred and fifty beds and will be 
equipped on the same lines as the National hos- 
pitals, with this difference that there will not be a 
radiotherapeutic department and they are not 
attached to a medical school. There will be at 
least one regional hospital in each region irrespec- 
tive of the fact that a National hospital might be 
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in existence already. This would mean, for 
example, that in Cape Town, almost immediate 
steps will have to be taken to establish a Regional 
Hospital next to Groote Schuur which will become 
the National Hospital. The same would apply in 
Johannesburg and possibly Pretoria. 


12. General Practitioner Hospitals will vary 
according to the needs of the community. It is 
suggested that there shall be all grades, from the 
small cottage hospital with anything from six to 
twenty beds, to the large hospital in town with 
perhaps five hundred beds. The specific grades 
suggested are as follows :— 


(a) Grade A with accommodation for one 
hundred and fifty to five hundred beds; 


(b) Grade B with accommodation for fifty to 
one hundred and fifty beds; 


(c) Grade C with accommodation from twenty 
to fifty beds; 

(d) Grade D with accommodation up to twenty 
beds. 


The Hospital Survey Committee of 1927 pointed 
out that there is no reason why ordinary infectious 
diseases should not be treated in special wards in a 
general hospital, and with the removal of the artifi- 
cial legislative barriers which exist at the moment, 
this will be even easier. What is now the excep- 
tion that a general hospital also administers the 
infectious diseases accommodation will, therefore, 
in the future become the rule. We agree with the 
suggestion made in evidence by numerous witnesses, 
that psychiatric wards should be attached to each 
of the National and Regional Hospitals. In view 
of the recent amendment of the Mental Diseases 
Act, probably no further legislation will be neces- 
sary to permit of this. In the higher grades of 
hospitals it will be necessary to provide a certain 
number of specialists, both to work in the hospital 
and to be available for consultation to the doctors 
of the Health Centres. It is suggested that, in the 
smaller hospitals, one of the medical practitioners 
should be specially trained in surgery, so that in 
the Service the surgical work wilt be undertaken 
only by men specially qualified for that purpose. 
In the same way other doctors will be trained 
specially in obstetrics. The resident staff in these 
hospitals would be the seventh year students who 
are completing their intern year, or the apprentices 
of the first year. 


13. Hospital beds should be provided on the 
ratio of one for every two hundred of the popula- 
tion for Europeans, Coloured, Asiatic and urban 
Natives; and for rural Natives, one bed to every 
five hundred. These ratios are not to be considered 
as a hard and fast rule but will vary according to 
environmental conditions and the density of popula- 
tion. The ratio of beds for Natives will have to be 
increased as they become more hospital-minded and 
health conscious. 


NN 


14. Maternity Hospitals would be provided in 
the larger towns, either as separate institutions or’ 
as departments of Regional and Grade A General 
Hospitals. In all smaller hospitals special mater- 
| nity wards should be made available, and in remote 
areas provision should be made for a few beds for 
maternity purposes in Health Centres or subsidiary 
clinics. District midwifery services should be 


organized from the hospitals in all parts of the’ 


country. 


The Training Schools for midwives should be 
attached to maternity hospitals in a number of the 
largest towns. Maternity nurses could be trained 
in Regional and Grade A General Hospitals. 


15. Mine Hospitals already cater for all types of 
cases, infectious, medical and surgical, tuberculotic 
and venereal diseases. It would seem most desir- 
able that this responsibility should remain with the 


‘mining companies as they also employ a large per 


& 


centage of non-Union Natives. The right of inspec 
tion, at present exercised by the Department o: 
Public Health, would be taken over by the 
National Health Service, and it would be desir- 
able that the records kept be brought into uni- 
formity with those of that Service. , 





16. Private Hospitals.—At the commencement 
of the National Health Service it would undoubt- 
edly be necessary to make use of some of the pri- 
vate hospitals to meet the increased demand when 
free hospitalisation is provided for all the people. 
Only the largest and best of these private hospitals 
could be used. Generally speaking, their equip- 
ment is too poor and they are too small for modern 
work. For many years, however, they can be use- 
fully employed if not as general hospitals then as 
convalescent homes, maternity homes and even 
créches or some other institution not requiring such 
specialist technical equipment as the modern hos- 
pital. Special negotiations will be required with 
the bodies at present owning or controlling them, 
in order to determine the conditions on which they 
will be taken over by the National Health Service. 
In some cases they may simply be purchased and 
thereafter conducted by the National Health Ser- 
vice. In other cases it may be arranged for the 
existing executive control to continue—that is, the 
hospitals would continue to be conducted by those 
now responsible for them, but on the basis of cost 
per patient day paid by the «National Health Ser- 
vice in respect of cases sent in by it from Health 
Centre services. Initially and while they continue 
to exist, it will be necessary that they be subject to 
regular supervision and inspection by the regional 
health authority. . 


Private institutions maintained by voluntary 
organizations serving specific purposes, such as the 
Bond van Afrikaanse Moeders in Pretoria and the 
Bridgman Memorial Hospital in Johannesburg, 
should be allowed to continue, with financial assist- 
ance from the National Health Service in the shape 
of payment on a basis of cost per patient day. 


17. Orthopaedic Hospitals will be supra-regional. 
According to the National Council for the Care of 
Cripples, who have made a careful survey of the 
number and distribution of cripples, 2,507 beds are 
required. The number and situation of such hos- 
pitals should be determined by the National Health 
Board. In these orthopaedic hospitals, facilities 
for training orthopaedic surgeons and other per- 
sonnel will be available. Attached to them, too, 
will have to be workshops for making appliances, 
where orthopaedic mechanics could be trained. 


18. Occupational therapy and vocational training 
should form an integral part of orthopaedic hos- 
pitals and prepare patients during and after treat- 
ment to become fit, wholly or partially, for the 
labour market. The psychological effect of this 
training plays a large part in the determination of 
the patient to recover from his or her disability. 
In National (University) Hospitals, and in the 
Regional (Specialist) Hospitals, orthopaedic depart- 
ments would establish fracture clinics, and also deal 
with congenital and other deformities, until the 
patient is ready to be transferred to the supra- 
regional orthopaedic hospital. Homes for chronic 
crippled children should be established in selected 
areas. 


19. Tuberculosis Hospitals also form a distinct 
supra-regional group and would range in size and 
equipment from the elaborate chest hospital to the 
farm colony. Much valuable evidence was given 
and suggestions were made by eminent experts on 
this question. In accordance with these we recom- 
mend that clinics, which may or may not be part 
of a Health Centre, should be established where all 
patients suspected of having a chest complaint, 
could be examined clinically and, if necessary, 
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diologically to determine whether they are suffer- 
i from pulmonary tuberculosis. It is hoped that 
ter, plants for mass miniature X-ray will be 
tablished at such clinics. All positive cases 
ould then be isolated in a tuberculosis hospital, 
referably situated in pleasant rural surroundings. 
ere patients can be treated until the more active 
ages have become quiescent, when they should be 
ansferred to a sanatorium situated in a suitable 
imate, where the final stages of cure can take 
lace. Incurable cases should be retained in the 
ospital or transferred to a farm colony consisting 
? inexpensive bungalow-type wards or single 
bins, with recreation rooms and facilities for 
raduated work. Child contacts, especially from 
omes where amenities and food are not suitable, 
ould spend some months in a preventorium or 
inshine-home to build up their bodily resistance. 
he farm colony system of isolation may, according 
. the evidence tendered to us, be the most suitable 
wr the Natives suffering; from chronic incurable 
iberculosis. In this disease above. all others, a 
ational unified policy is advocated which should 
2 advised upon by a National Advisory Board. 


20. Mission Hospitals—In many rural areas 
rere are already established mission hospitals 
hich enjoy the confidence of the people. Sonte of 
1ese hospitals may, in course of time, be absorbed 
y the National Health Service; but representa- 
ves of the mission hospitals, while signifying 
reir willingness to form part of such a service, did 
) with certain reservations as to payment of staffs 
nd the constitution of Boards of Management. 
ome of these institutions are modern in design and 
yuipment, others are poorly gequipped. We feel 
nat the majority of them are serving areas where 
o other medical facilities are available and use 
1ay have to be made of them for many years to 
ome. It is suggested that they be subsidised on 
he basis of the number of occupied beds per day, 
n order to cover the running expenses. The 
uilding of new mission hospitals should not be 
ermitted under a national health service and 
xtensions and additions should only be allowed 
fter very careful consideration by the National 
fealth Council. All these hospitals should be 
ubject to inspection by the Regional Health 
\fficer of the area in which they are situated. It 
as been suggested that the staffs of these hospitals 
hould serve under the same conditions of pay, 
ension, leave, etc., as those serving in the 
ational Health Service, and this is desirable, but 
s the practice governing these conditions differs 
vith the different denominations, it is a matter of 
reat difficulty. The National Health Council will 
Itimately have ‘to decide this issue in consulta- 
ion with the representative body from the mission 
ospitals, and in the meantime the subsidy method 
f payment, as suggested, should be instituted. It 
hould be a condition of the subsidy that records 
miform with those of the National Health Service 
e kept and returns made to the Regional Health 
\fficer, as will be done by other hospitals. 


21. Infectious Diseases Hospitals already exist 
n all the cities and some of the larger towns. In 
uture, pulmonary tuberculosis should not be 
dmitted to them, except as a temporary measure 
intil transfer to a tuberculosis hospital is possible. 
\n increase in the number of beds for treating 
renereal disease must be provided, although not 
ecessarily in special venereal diseases hospitals. 
n. small towns an infectious diseases block may 
vell form part of the general hospital; this will 
issist in the administration and lessen the over- 
1ead cost. In the cities and at certain regional 
1eadquarters a hospital for ‘* formidable ’’ infec 
ious disease cases, e.g., plague, smallpox, etc., 
should be available. 

ADMINISTATION. 


22. Hospital services will be controlled nationally 
ind be completely imtegrated with extra-institu- 
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Cuapter X XIX. 


tional pre-hospital and post-hospital services. This 
will be made possible only by the establishment of 
a Division of Personal Curative Health Services 
embracing a sub-division of Hospitals and auxil- 
liary Services. It is suggested that in this Division 
a Matron-in-Chief be appointed to assist the Direc- 
tor of Hospitals and to control the nursing staff. 
This Division will have the duty of studying and 
advising upon :— 

(a) the location and_ establishment 

new hospitals and institutions; 


(6) hospital architecture and the construction 
of all hospitals and other National Health insti- 
tutions. (The Matron-in-Chief should be con- 
sulted upon the internal arrangements, especially 
the domestic planning of hospitals.) 


(c) the management and staffing of hospitals; 


(d) the training of hospital superintendents 
and administrators, and creating facilities there- 
for; 


of all 


(e) hospital supplies and equipment; 


(f) to decide upon extensions to existing 
hospitals, in consultation with the Regional 


Health Officers and the National Health Board. 


In the initial stages, qualified personnel may 
have to be sent overseas to study these questions, 
which comprise a highly specialised technical 
service. Senior medical inspectors and nurses, . 


' attached to this Division, should visit hospitals of 


all grades throughout the country at regular 
intervals, to discuss and study their particular 
needs, problems and difficulties on the spot. 


23. As has been indicated earlier in this chapter, 


‘there will be four main types of hospitals, viz., 


(a) the National or University Hospitals, (b) the 
Supra-regional or Special Hospitals, (c) the 
Regional or Specialist Hospitals and (d) General 
Practitioner Hospitals. 

(a) The National (University) Hospitals will 
be administered by the Headquarters Division 
direct. The Technical Advisory Committee would 
consist of the technical heads of departments in 
the hospital and would be appointed by the 
University. The Public Relations Committee, 
taking the place of the present Hospital Board, 
would be appointed by the National Health 
Council and the Council of the University on a 

. basis of equality. 

(b) The Supra-Regional Hosmtal would also 
be administered centrally. The Technical 
Advisory Committee would in effect be a sub- 
committee of the National Advisory Board 
dealing with the particular specialty, e.g., the 
National Leprosy Advisory Committee in conec- 
pee with Leprosy Hospitals, and would consist 
of :— 

(1) members of the National Advisory Board 
who could conveniently attend meetings; 

(11) Regional Health Officers of the regions 
served by the hospital (ea officio); 

(111) one representative nominated by each 
of the Regional Health Conferences in the 
regions served. 

The Public Relations Committe of each hos- 
pital would consist of :— 

(i) members of the National Health Council 
who could conveniently attend meetings; 

(ii) one representative nominated by each of 
the Regional Health Councils, in the regions 
served ; . 

(iii) representatives of voluntary organiza- 
tions. 

Note.—Mental Hospitals constitute so specialised 
a class that it would be preferable to place them 
in a separate Division of Mental Hygiene, under 
the direction of the Director of Mental Hygiene. 


Cuarrer XXIX. 


(c) Regional (Specialist) Hospitals.—These 
would be general hospitals, infectious diseases 
hospitals, etc., of which there would be at least 
one in each region and often several. These 
would fall under the administrative control of 
the regional organization of the National Héalth 
Service, i.e., the Regional Health Officer and his 
advisers. ach hospital would have a Technical 
Committee elected by the technical personnel on 
its staff, both resident and visiting. The Super- 
intendent (as also in the case of Supra-Regional 
Hospitals) would be appointed by the National 
Health Services Personnel Commission on the 
recommendation of the Hospitals. Division and 
the National Health Board: The reason for this 
method of appointment, as opposed to the elec- 
tion of the Health Centre Medical Officer, lies 
in the fact that hospital administration 1s a 
highly specialised calling, and only those with 
special training would be eligible. The Public 
Relations Committee, i.e., the Hospital Board, 
would be elected or appointed (or a combination 
of both) in different ways in different regions 
or in different parts of the same region. Pro- 
vision would be made for representation of local 
authorities, voluntary organizations, Native 
Councils, etc. The Committee would be 
appointed by the National Health Council. Its 
function would be to advise and assist the Super- 
intendent, and it would have the right of appeal 
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to the Regional Health Officer and/or the . 


Regional Health Council should the Superinten- 
dent fail to accept its advice. 


(d) General Practitioner Hospitals.—The ad- 
ministrative arrangements in these will be as 
described under (c). 


STAFFING. 


24. Superintendent.—EKach hospital would have 
a superintendent, resident on the premises. In the 
large hospitals. their duties would be purely 
administrative; but in the smaller institutions they 
would also participate in the clinical work. The 
superintendent would be responsible to the Division 
of Hospitals in the case of National and Supra- 
Regional hospitals, and to the Regional Medical 
Officer in the case of all other hospitals. He would 
be advised by the Technical Committee, and also 
by the Public Relations Committee. He would 
not be bound to accept their advice, but would 
have to report to higher control if he departed 
from it, giving reasons, and the Committees would 
have the right of appeal to such higher control. 


25. Medical Staff—All doctors on the staffs of 
Health Centres reasonably accessible to the hos- 
pital, would have the right, and indeed the duty, 
to treat therein cases sent in by them. Large 
hospitals would have one or more specialists of 
each kind on the staff, and Health Centre doctors 
would be bound to consult with them when neces- 
sary. They would perform all difficult. operations, 
undertake radiological examinations, give difficult 
anaesthetics. Smaller hospitals would be visited 
at set intervals, or when necessary, by specialists. 
In most hospitals there would be resident house- 
men, the senior among whom would undertake the 
treatment of cases sent in from a distance, under 
the direct supervision of a specialist or an 
experienced general practitioner on the staff. 


26. Nurses, Radiographers, Laboratory Assis- 
tants, Physiotherapists, would be under the general 
administrative control of the Superintendent and 
the Matron. Probationers would live in and those 
staff nurses who so wished. Others would be at 
liberty to live out; and married women would be 
employed on short shift, if necessary, to make good 
the shortage of personnel. 


27. Clerical Staff.Each hospital would have a 
full-time Secretary or lay Registrar, and under 
him the clerical staff who would take down dicta- 


| ' 


ted notes of cases from clinicians, keep records an 
render returns to the Superintendent for trans 
mission to regional and headquarter authoritie 
These clerical assistants will be of the same tyy 
as those described in Chapter 28. Pa 


28. Almoners (Hospital Social Workers).—Th 
officials would act as liaison between the hospi 
and medical services generally, and the servi 
maintained by the Department of Social Welfar 
They would be given facilities to investigate tl 
home conditions of in-patients, and would 
responsible for the social after-care of discharg 
patients. 





ANCILLARY SERVICES. a 


29. In the modern general hospital pure 
medical, surgical. and nursing treatment must | 
augmented to complete the range of services vie 
should operate for the benefit of the patient. TT! 
following ancillary services will be provided in o1 
or more of the hospitals in the National Heal 
Service :— 


30. Radiological, which includes- both diagnost 
and therapeutic departments. ‘The evidence of 1 
Radiological Society of South Africa and of oth 
leading radiologists advocated the organization 
a codrdinated radiological service te cover t 
whole country. It was suggested that therapeut 
radiology should be centralised as much as possib! 
preferably at one point; but, in view of the d 
tances in South Africa, it will be necessary to ha 
at least three centres of this nature—viz., at Ca 
Town, Johannesburg and Durban. Diagnostic - 
ray facilities should be available in every hospits 
the size and nature of the installation vary1 
according to the size of the hospital. Specialis 
hospitals and clinics may require plant and equ! 
ment adapted to their particular needs. Miniatv 
X-ray opens up a vista of possibilities quite aps 
from its value in the examination of chests, ai 
serious consideration should be given to this m 
ter. The services should be so arranged that t 
doctor in a small hospital could send up the X-r 
negatives to the nearest large hospital where 
radiologist is stationed, for an expert opinion 
any case of difficulty. ee 


31. Laboratory Services.—Leading pathologi 
in different parts of the country stressed the urge 
necessity of extension of laboratory services. P: 
vision will have to be made for laboratory servi 
in every hospital. Naturally these will not be 
extensive in a small hospital as in a large one. T 
extent and nature of the services must vary acco: 
ing to the size and type of institution. In 1% 
large specialist general hospital and the bigg 
general practitioner hospital a complete patk 
logical and_ bacteriological laboratory will © 
installed, and in the smaller institutions the inst 
lation will be simplified and modified. An imp 
tant condition is that laboratory services must 
available and easily accessible to every part of 1 
country. In the smaller country towns where ° 
Health Centre will be conducted in or near to ° 
hospital, the same laboratory might serve both. 


32. Quite different will be the centralised ma: 
facturing and research laboratories, of which th 
should at least be one in connection with e: 
medical school. Here the biological products 
quired by the Service could be manufactured 2 
dispatched to the Stores and Equipment Depz 
ment for distribution. Here also might be provid 
in a separate division, the facilities for research. 
is suggested that generous arrangements be m: 
to allow of the appointment of research schol 
who shall, within reason, have complete freedom 
their work under the head of the laboratory. I 
important also that professors in charge of Univ 
sity Departments shall not be so overloaded w 
their teaching duties that they will:not themsel 
have time for research. 






33. Pharmaceutical Services should be supplied 
p all hospitals, varying with the type and size 
yf institution. To guard against the tendency. to 
laboration and extravagance in prescribing, it will 
ye necessary to exercise constant supervision and 
he use of national formulary. While it would be 
anwise to exclude proprietary drugs from the Ser- 
ice, the headquarters division charged with this 
section will require to be alive to all aspects of the 
matter, such as proper substitutes and even the 
nanufacture of certain drugs. 


34. Clerical Services.—In all hospitals, as well 
is in Health Centres, it is suggested that specialised 
lerical assistance (as described in Chapter 28) be 
nade available to the medical staff. We were told 
n evidence that the supply of a stenographer-typist 
© each senior medical officer at the Voortrekker 
Hoogte Military Hospital has proved extremely 
iseful, economically sound and efficient. It will also 
e necessary, however, to supply clerical assistance, 
though not of the specialised type referred to 
ibove, to the medical superintendents and matrons 
f the larger hospitals. Matrons have numerous 
eports and written returns to complete, and it is 
conomical to have expert assistance. The clerical 
taff would be controlled by the Secretary of the 
iospital, who would be responsible for the keeping 
f records’ and the transmission ‘of reports to 
js ea and Headquarters Statistical Depart- 
nents. 


30. Dietitian Services.—It is suggested that at 
east one dietitian be appointed to each hospital. 
\gain this type of service will vary according to 
he size of the hospital, but even in the smallest 
here will be need for an expert to advise on and 
egulate the feeding of patients and staff. 


36. Physiotherapeutic Services will be neces- 
ary in all but the smallest hospitals. The equip- 
nent will vary: in the largest and some of the 
pecial hospitals it will be very elaborate; but even 
n small hospitals, as in Health Centres, there will 
e need for physiotherapeutic services. 


37. Social Service Workers (Almoners).—It is 
ecommended that social service workers be 
ttached to all hospitals in the ratio of one worker 
o every hundred patients. They will be under 
he control of the medical superintendent and wiil 
nake their reports to him as well as to the Depart- 
nent of Social Welfare. 


38. Ambulance Services.—Every hospital should 
ye supplied with an ambulance service. In the 
arge towns the service should be coérdinated with 
hat of the Health Centres, but it will be advisable 
o have at least one ambulance stationed at each 
ospital. Serious consideration should be given to 
he desirability of arranging that a medical officer 
hall accompany the ambulance when sent out from 
he hospital. The use of air ambulances will be 
lecessary in most of the regions and should be 
ittached to the Regional Hospital. In urgent 
ases the airplanes could be used for the conveyance 
f specialists, as well as for the carrying of 
yatients. 


39. Stores and Equipment.—lIt is advocated that 


tores and equipment must be standardised as much - 


is possible. Bulk buying must prove economical 
nd a central store should be established with a 
listribution depot in each region. In this way 
nany unnecessary delays in delivery will be pre- 
rented, while the economic advantages will remain. 


In conclusion attention must be directed to the 
vossibility of making use, after the war, of military 
nstallations throughout the country, for the pur- 
noses of the National Health Services. Evidence 
ym. this point was given by the Director General of 
Medical Services and his staff. 


authority. 


~ jitation. 
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CHAPTER XXX. 





REGIONAL ORGANIZATION. 


1. The regional organization will represent the 
national authority locally and regionally, on the 
one hand carrying out its policy, and on the other 
hand advising it of the needs of the region under 
its control. It will constitute the projection of the 
Natonal Health authority on to a horizontal plane 
covering the entire country, and it will be the 
coérdinating, controlling, advisory and inspectoral 
In particular, it will attempt to bring 
about as close codperation as possible between the 
regional administration of the National Health 
Service and the local and provincial authorities in 
their administration of non-personal health ser- 
vices. 


2. As has been discussed in Chapter 24 on 
regionalisation from the purely administrative 
standpoint, there is nothing new in the conception 
of decentralisation on a regional basis. In a country 
as vast as the Union of South Africa, decentralisa- 
tion of most Government departments is necessary 
and has long been practised, for instance by the 
Railways on a basis of “* systems ’’ and the Depart- 
ment of Labour on a basis of ‘‘ divisions ’’. The 
Department of Public Health itself has always been 
decentralised to the extent of having a Deputy 
Chief Health Officer stationed in Natal, and another 
at the Cape, and other health officers at Johannes- 
burg and Umtata. 


3. Every region will be covered by a network of 
Health Centres. These Centres, as the title of 
Chapter 28 indicates, will be the very foundation 
of the National Health Service. Each Centre will 
be the focus of all personal preventive and curative 
health services carried on outside institutions. They 
will replace the present system of uncoordinated 
private practice. The entire country will be served 
by Health Centres, and every family will have a 
Centre to which it will look for health services. 
In their daily work the staff of the Health Centres 
will collaborate with the staffs of the non-personal 
health services carried out by local authorities, and 
with the local staffs of the Department of Social 
Welfare in dealing with malnutrition and other 
sociological factors productive of ill health. 


4, The various hospitals in any region will col- 
laborate with other local services—with the Health 
Centres in regard to purely medical services, and 
with representatives of the Departments of Social 
Welfare, Education and Labour in regard to rehabi- 


Delimitation of Regions. 

5. It is not necessary at this stage to stipulate 
the number or to define the geographical boundaries 
of health regions for the Union, but merely to lay 
down the principles on which delimitation should 
be made. Moreover, the delimitation should not be 
arbitrary, but should be made: only after full con- 
sultation with the various local interests involved. 
The task itself is one which should be commenced 
by the Transition Committee whose appointment is 
recommended in Chapter 35, and if necessary, com- 
pleted by the National Health Service itself. 


6. There is a general consensus of opinion that 
the optimum unit of population for a Health 
Region is about half a million. Other factors should 
of course be taken into account, such as density 
of population, community of interests, transport 
and communications. The boundaries should be 
elastic, and alterable: by administrative arrange- 
ment. A large town should be the centre and focus 
of the. region wherever possible. Delimitation 
should be based on climatological, socio-economic 
and epidemiological factors, rather than on poli- 
tical, geographical or magisterial boundaries. 


CHAPTER XXX. 


Fhe Regional Health Officer. 

7. The administration of the National Health 
Service in each region will be under the control of 
a regional health officer. He will be appointed 
by the National Health Services Personnel Commis- 
sion, after consultation with the National Health 
Board and the Regional Health Council described 
below. His post will be very important; he will 
control a large organization comprising extensive 
administrative and financial responsibilities. He 
will be responsible to the National Health Board for 
the carrying out of health services in his region 
in accordance with the policies laid down by the 
National Health Council, and as a means to this 
end he will be in constant touch with and be visited 
by officers from the national headquarters adminis- 
‘tration. 

The Regional Health Council. 


8. Constitution.—The Regional Health Council 
will be an advisory body but will be statutorily 
established, i.e., its composition will be laid down 
by statute, to include the following interests: 
Provincial Administration in its capacity both as 
Ministry of local government (including its func- 
tion as local authority in rural areas without con- 
stituted local authorities), and as Education autho- 
rity; local authorities; voluntary bodies interested 
in health matters; central Government Depart- 
ments such as Social Welfare, Labour in industrial 
areas, Native Affairs in Native areas, Agriculture 
in rural areas, Mines in mining areas, etc.; repre- 
sentatives of the Regional Health Conference in- 
cluding ev officto the Regional Health Officer, with 
the Assistant Regional Health Officer and the 
- Registrar as assessor members. 


9. Meetings.— Meetings will be held at intervals 
prescribed by law, i.e., not on the initiative of the 
Regional Health Officer. This will prevent it from 
becoming dormant as has happened in the case of 
various existing Advisory Committees. 


10. Chairman, Secretariat and Eaecutive.—The 
Chairman will be elected by the members, annually, 
and should not be an official of the National Health 
Service. The Secretariat will be supplied by the 
Regional Office of the National Health Service, and 
the Executive will be elected at the beginning of 
each health year by the Council. The Chairman, 
Deputy-Chairman and Regional Health Officer will 
be members ew officio; and the Executive will meet 
at such intervals as may be prescribed or at the 
instance of the Chairman, or at the request of not 
less than one-third of its members. 


11. Powers.—The powers of the Regional Health 
Council will be purely advisory. It will not have 
power to levy taxes or rates, nor to authorise expen- 
diture. Nevertheless, it will have very important 
duties conferred upon it by statute; it will com- 
ment upon estimates and expenditure and may itself 
initiate new proposals. The draft estimates will 
be framed in the Regional Office and submitted to 
the Regional Health Council for its comments 
which will be considered before the final estimates 
are forwarded to the National Health Council. It 
will comment upon the Annual Report produced 
by the Regional Health Officer. It will be advisory 
to the regional health organization, including the 
authorities in the region (local authority and Pro- 
vince) dealing with non-personal health services. 
It will have the right to initiate discussion on any 
health matter, and to correspond with the central 
health authority—such correspondence to be trans- 
mitted via the Regional Office with any comment 
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the Regional Health Officer may “desire to make. - 


The Regional Health Officer will of course be the 
final executive authority for the region, in that he 
must conform with the requirements of national 
policy as laid down by the National Health Council 
and transmitted to him by the National Health 
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Board. Nevertheless, he will have to give very 
good reasons for not accepting the advice of his 
Regional Council, otherwise he may find himself 
overridden by a decision at headquarters based upon 
the appeal lodged by the Regional Health Council, 
This is considered sufficient safeguard against 
bureaucracy. 


12. Development towards Autonomy.—lt may 
well be that, in the course of time, the Regional 
Health Councils will desire and press for more than 
merely advisory powers. They may wish to under- 
take full responsibility for the health services in 
the region, non-personal as well as personal. Sud 
developments would necessitate a careful review 0 
the relations between the new regional authority 
and the Province in its capacity as Ministry of 
local government. In the opinion of the Commis- 
sion, this whole question may safely be left to the 
future. It is not one of immediate moment, not 
does it come strictly within our terms of reference, 
intimate as the relationship between local govern- 
ment and certain health services may be. 


The Regional Health Conference. 


13. Constitution.—The Regional Health Con- 
ference will be a meeting of representatives of all 
technical health personnel working in the area: 
doctors, dentists, nurses, health inspectors, etc. — 

Each health centre, each hospital, and the techni. 
cal staff of local authorities in the area, will be 
entitled to send delegates on a basis proportional! 
to size. Attendance at Conference would be 
regarded as official duty. Technical personnel no 
elected as delegates would be free to attend and 
by permission of Conference, to participate in dis 
cussion, but not to vote on resolutions. The staf 
of the Regional Headquarters would also elect 
delegates, and in addition the Regional Healtk 
Officer, Assistant Regional Health Officer, ane 
Registrar would be ex officio members. ! 
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14. Meetongs.—There would be an annual statu. 
tory meeting, and, if it were possible to arrange 
meetings at other times as well. The Conferences 
would hold plenary sessions for discussion and foi 
election of representatives to other bodies (see 
below) and sectional meetings for the various type: 
of interest and of personnel. The Regional Healtl 
Officer should be Chairman ez officio, or there migh 
be free election by the Conference itself. 


15. Functions.—The Conference would act as ¢ 
technical advisory committee to the Regional Healt! 
Officer. As in the case of the Regional Healtl 
Council, there would be a right of appeal to th 
National Health Board, via the Regional Healtl 
Officer who would add his own comments on th 
case. The Conference or its Executive would have 
the right to make representations to the Personne 
Commission regarding appointments in the region 
Whether this should be done direct, or through th 
National Health Congress (or appropriate Commit 
tee), is a matter which might be left for the firs 
meeting of the National Health Congress to decide 
It would have amongst its functions the responsi 
bility of electing representatives to other bodies 
viz. Regional Health Council; National Healtl 
Congress; and the boards of regional hospitals. 


16. Executive.—An executive would be electet 
at each Conference, to meet at prescribed interval: 
and/or when summoned by the Regional Healtl 
Officer or at request of not less than one-third o: 
Me members, to carry out the functions detailec 
above. 


Office and Staff of the Regional Organization. 

17. Office.—For each region there will be : 
regional office, well equipped and in telephoni 
touch with all hospitals and health centres in th 
region. Radio communication with remote healtl 
centres and nursing outposts should be establishec 

















necessary. la very large regions, e.g., Karoo 
amaqualand, Transkei, with poor communica. 
ms, there may be a sub-division into zones, each 
ith an office at which there will be representatives 
' the regional administration; but as this might 
ad_to administrative delays, they should be 
moided as far as possible. Attached to each 
gional Health Office there should be a medical 
re, supplying the needs of hospitals and health 
ntres throughout the region. 

p 

18. Administrative Stafi—In addition to the 
ional Health Officer there would be the ee 
tt Regional Health Officer(s), the Registrar and 
assistants, and Accountant and his assistants 
e Stores Superintendent and his assistants. 
19. Inspectoral and Advisory Field staff.—This 
fould comprise the inspectors of health services— 
dical, dental, nursing, hospital, environmental, 
utritional, health educational. The inspectors 


- 


ould be medical men, dentists, hygiene officers, 





(20. Relief Staf—This would be a small mobile 
orps of medical practitioners, dentists and nurses 
nder the immediate control of the Regional Health 
fiicer. A special allowance would be paid to mem- 
ers of this staff. They would be available for 
ssisting the ordinary staff of any health centre in 
hose area there was a temporary high incidence 
f disease, for replacing staff of health centres away 
n sick or vacation leave, for assisting the inspec- 
ral staff where necessary, for carrying out any 
yecial duties or investigations assigned to them 
y the Regional Health Officer. This reserve would 
2 available for service in other regions, if called 
oon by the National Health Board. For example, 
. the event of a severe outbreak of typhus or other 
rmidable epidemic disease in one region, the 
lief staff of regions elsewhere could at once be 
‘ought to the infected area, without any of the 
lays which would be inevitable if each region 
ere under a separate autonomous authority. 
Activities of the Regional Organization. 
21. Coérdinating and Statistical.—It would be 
e duty of the Regional Registrar to keep records, 
sed upon reports received from the hospitals and 
alth centres, and from the local authorities in the 
gion: to analyse these records and render the 
sults of the analysis in such form as may assist 
e initiation and carrying-out of health services in 
e region. Summaries of statistics, analyses and 
ports would be forwarded to the National Head- 
arters at such intervals as the latter prescribes. 
ese records will furnish a complete picture of 
alth conditions and of the incidence of disease 
roughout the regions. 
It would be too cumbersome for a central national 
ice to keep and analyse all records. By placing 
e function on a regional basis, it is reduced to 
mageable dimensions compatible with up-to- 
teness; and at the same time the results are over 
sufficiently wide area to be of significance. By 
eir summation the Statistical Division at Head 
fice would have a picture of conditions in all 
tts of the country, and a guide to urgent needs. 
research. Regional Registrars would receive 
urns from all registrars of births, marriages and 
aths, and copies of all reports from social wel- 
"e officers bearing upon environment and nutri- 
n services in the region. 


22. Inspectoral: Routine Inspections.—Inspec- 
ns according to a plan (say once a year, in respect 
environmental services, more often 1n respect of 
trition services), would be carried out by medical 
d other technical officers :— 
(i) Non-personal (environmental) services in 
ll local’ authority areas, including areas for 
which the Province is directly responsible. Gepiee 
yf the report on an area would go to the loca 
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mior nurses, senior health inspectors, dietitians. - 


CHAPTER XXX. 


authority and the Province, to the Chief Medical 
Officer of the local health centre(s), to the 
Regional Health Officer and to the Headquarters 
of the National Health Service. They would be 
available, on request, to any member of the 
Regional Health Council. Recommendations 
made by the Regional Health Officer would be 
advisory in the first instance, but if not carried 
out after tactful representation in the proper 
quarters, might, on appropriate occasions, require 
to be reinforced as provided in Chapter 36. 

(11) Nutritional services assisted from public 
funds—school meals, workers’ hostels under sub- 
sidy from or control of the Department of Social 
Welfare, etc. Reports would be distributed as 
above, and to the Department of Social Welfare, 
i conjunction with whose officers the inspections 
should normally be made. The reports would 
contain advisory recommendations, upon the 
implementation of which would depend the con- 
tinuance of grants from the Treasury. 

(iii) Personal Health Services.—These  ser- 
vices, carried out at health centres and at hos- 
pitals, will be the executive responsibility of the 
National Health Service itself. Therefore, 
inspections will be rather for the purpose of 
observation, advice, and correlation of methods 
and results than for the purpose of exercising 
administrative pressure. 


lor the purpose of these inspections, the staff of 


“the Regional Inspectorate will, on occasion, be 


assisted and strengthened by medical (and other) 
inspectors from the various Headquarter Divisions, 
who will be experts, and will bring to each region 
not only the expert knowledge acquired throygh 
study and research organized and controlled at 
headquarters, but also experience derived from 
observations in other regions. 


The inspections will thus be consultations in loce 
between officers of the regional and headquarters 
organizations, and the front-line workers: they 
should not be regarded as fault-finding inquisitions. 


23. Inspectoral: Special Inspections.—Any of 
the foregoing three types of imspection may be 
carried out at the special request of an appropriate 
authority, for example, a local authority or Pro- 
vincial Administration re environmental services; 
or a Province or the Department of Social Welfare 
re nutrition services; or the Chief Medical Officer 
of a Health Centre who is anxious about the 
incidence of preventable ill health (malnutrition, 
infectious diseases, or industrial diseases) in his 
area. Special inspections would also be made on the 
initiative of the Regional Health Officer if, from 
the reports supplied to him by the regional statis- 
tican, he suspected that environmental or promotive 
health services were defective anywhere in his 
region. 

24. General Remarks on the  Inspectoral 
System.—lyen under the present system the cen- 
tral health authority carries out inspections of 
health services in local authority areas, and until 
quite recently it carried out inspections of certain 
public hospitals which were under provincial con- 
trol. There is, therefore, nothing new in the prin- 
ciple of inspection by one authority of services 
carried out by others. 


25. Health Education.—There is much to be said 
for organizing at least some health education ser- 
vices on a regional basis. Each regional office 
should own a film library available to local 
authorities and health centres in the region and 
should have on its staff competent itinerant health 
lecturers for assistance. in health weeks organized 
by local authorities or health centres, and for 
general advice and inspection of health teaching 
and physical education carried out in schools and 
training colleges. They might also supervise the 
installation of health exhibits and museums. 
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26. Regional Emergency Transport Services,— 
‘hese also would be better controlled from a single 
entre. The Regional Headquarters should have 
4% its command long distance ambulances and 
janes for the transport of severe cases from remote 
ints to suitable hospitals. Requests for assistance 
yould come in by telephone or wireless, and would 
e dealt with at once. 


21. Non-personal Health Services in Native 
veserves.—In Chapter 33 it is suggested that in 
ural Native areas where the ownership of the land 
s vested in the South African Native Trust, the 
on-personal health services should not be the 
esponsibility of the Province or of any local 
uthority which it may set up, but that of the 
(ational Health Service itself. It is in general 
onformity with Union Native policy that the 
teserves should be regarded everywhere as a 
ational, not a provincial, responsibility. 


28. Non-personal health services in these areas 
hen, being the executive responsibility of the 
fational Health Service, would fall to be under- 
aken by the regional administration. 


29. The personnel carrying out day-to-day non- 
ersonal health services in these areas would thus 
e the employees of the National Health Service 
nd would fall under the control of the Regional 
[ealth Officer, instead of being employed and con- 
rolled by local authorities or the Province. The 
ost of the service would be met from the South 
frican Native Trust, subsidised thereto by a 
pecial grant from general revenue. 


CHAPTER XXXTI. 





CENTRAL ORGANIZATION. 


1. The constitution of the central authority of 
he National Health Service was fully explained 
n Chapter 23. At the head of the central adminis- 
ration, ultimately responsible for the day-to-day 
ischarge of all the functions of the National 
[ealth Service exercised through health centres, 
ospitals and the regional health organizations, 
vill be the Minister and the National Health 
oard. They will be advised by and in general 
rill follow the policy of the National Health 
‘ouncil made known to them through its annual 


tatutory meetings, and through the more frequent 


neetings of the Executive of that Councii. 


2. The National Health Board will be advised 
Iso by the National Health Congress. This 
‘ongress will consist of the several types of 
echnical personnel representative of and_ elected 
yy the Regional Health Conferences, which in 
heir turn will be composed of representatives from 
he staffs of health centres, hospitals and the 
egional administrative and inspectoral organiza- 
ions. Thus the National Health Congress will be 
1 highly authoritative technical body; and 
BD oash its Executive and committees will be in 
1 position to offer advice on the entire range of 
echnical matters with which the National Health 
Service has to deal. A further reference to 
echnical committees for advice to the National 
Tealth Board will be made at the end of this 
shapter. 


8. The organization of the headquarters of the 
Vational Health Service should be an expression 
its functions, as defined in Chapter 21. ‘There 
ould be several divisions each under a Director 
sponsible to the National Health Board, and 
aintaining constant touch with Regional Health 
cers throughout the country in regard to the 
decial interests of his division. of the National 
lealth Service. / big 
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Duties of a Headquarters Division. 

4. General.—The division of the headquarters 
organization will be vertical, each Director being 
responsible for one group of services only, whereas 
the division into administrative regions will be 
horizontal, each Regional Health Officer being 
responsible for all services within his region; 
except only those which, being supra-regional or 
vuational in scope, are administered directly from. 
headquarters. While the executive responsibility 
for the actual services will thus rest almost 
entirely with the Regional Health Officers, the 
duty of the Directors of Divisions will be to see 
that the best information and advice procurable 
are made available to the regional services and 
are carried into effect. At Headquarters, the divi- 
sions should not be watertight but should freely 
exchange views and information with each other. 
There should be a meeting of Directors of Divi- 
sions and Heads of Sections with the National ° 
Health Board at least once a fortnight, for free 
discussion of current problems. 


5. Collection and Collation of Technical Infor- 
mation.—This will be achieved in several ways. 
Firstly, there will be the study of journals, reports 
and books published in the Union and in other 
countries. Secondly, there will be collaboration 
with the Division of Statistics in the summation 
and analysis of reports received’ from the field 
through the Regional Health Officers. Thirdly, 
there will be close liaison with the work under- 
taken in research institutes under or connected 
with the National Health Service. Fourthly, there 
will be surveys and studies organized by each 
Division making use of the field staff and institu- 
tions of the Service. The potentialities of clinical 
research when the entire population is undey the 
health and medical care of a single organization 
have yet to be realised. Finally, most of the 
Divisions will receive suggestions and advice from 
the national technical advisory boards and 
committees to be described later. 


6. Dissemination of  Information.—Divisions 
which in the main control those services in respect 
of which the National Health Service is itself 
executive—the personal health services—will 
transmit information to the field through a 
National Health Service technical journal, 
analogous to the Journal of the Department of 
Agriculture, through official digests, circulars and 
memoranda, through routine correspondence and 
through the field inspectorate passing constantly 
from the centre to the periphery and .back. It 
will not be a one-way process: inspecting officers 
will be required to keep a lookout for improve- 
ments initiated and proved at the periphery, and 
report them to the centre, All divisions will 
maintain constant touch with the various authori- 


ties in charge of services in respect of which the 


National Health Service is advisory or supervisory. . 
Contact will be through the circulation of techni- 
cal publications and of pamphlets, bulletins, etc., 
written for laymen, through popular lectures and 
addresses at conferences both technical and non- 
technical, through liaison committees with other 
Government departments, through -representation 
upon national committees of voluntary organiza- 
tions, and through special conferences convened 
by the National Health Service itself to consider 
health problems on a national scale. 


Enumeration and Scope of the Divisions. 


7. There will necessarily be much variety of 
opinion regarding the number and_ scope of the 
central divisions in a Service of the magnitude 
and range adumbrated in this report; and_final 
decisions can scarcely be made in advance. There 
should be considerable flexibility at the beginning. 
There has been a strong tendency, apparent in 
most of the proposals on this subject, to separate 
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sharply the control of infectious from that of 
other diseases. This line of cleavage does not 
appear to us natural in the light of the modern 
concept of health. It is a legacy from the days 
when public health services were concerned. almost 
solely with the prevention of epidemics, and not 
with the health of the individual as such. 


Under the National Health Service interest will 
not be limited to infectious persons, but will 
extend to all persons in health and in sickness of 
every kind. The older approach which was mainly 
bacteriological, will be replaced by the modern 
approach which is physiological and sociological. 
Administrative sub-divisions of the National 
Health Service must be in accordance with this 
approach. 


*8. The Divisions proposed for the National 
Health Service headquarters organization are as 
‘follows :— 

(i) Statistics and Publications. 


(ii) Promotive Health Services, 
and Research. 

(iii) Personal Preventive Health Services. 

(iv) Curative Health Services. 

(v) Rehabilitative Services and Medical Soci- 
ology. 

(vi) Non-Personal Health Services. 

(vii) Native Rural Health Services. 

(viii) Finance. 

9. Statistics and Publications.—This division 
is placed first because upon it will depend the 
rational planning of health services. It will of 
course fulfil its function through collaboration 
with all the other divisions, to which it will afford 
expert services in the collection and interpreta- 
tion of basic data. Its routine work will consist 
in the summation and analysis of reports from 
regional and health centre registrars. The latter, 
especially in Native Trust areas, may in future 
act as registrars of births, marriages and deaths, 
as well as of notifications of infectious and other 
diseases. 


The Division will issue periodical bulletins as 
well as comprehensive reports and commentaries. 
It should act also as a Records Section for the 
entire National Health Service; and its files 
should include a copy of every note of field inspec- 
tions, of every routine report of administrative 
officers whether central or regional, and of the 
transactions of every local conference bearing upon 
health. This Division would also take charge of 
the National Health Service Library, and be 
responsible for all official publications of the 
Service. Finally, it will collaborate with other 
divisions in the conduct of special investigations. 


10. Promotive Health Services, Education and 
Research.—This division would be responsible for 
all activities of the National Health Service 
relating to nutrition, health education (including 
physical education) and industrial hygiene. The 
basis of nearly all its work would be codperation 
with the executive authorities concerned—the 
Union and Provincial Education Departments, the 
Departments of Agriculture (food production), of 
Commerce (food distribution), of Labour and of 
Social Welfare (industrial hygiene), and of Native 
Affairs (Native Trust areas). It will be responsible 
for seeing that the opportunities for health educa- 
tion afforded by the National Health Service itself 
—at health centres, hospitals and rehabilitative 
centres—are exploited to the full. Upon it would 
rest the duty of producing and distributing 
material (leaflets, posters, charts, films and film- 
-lets) for health education, and models and demon- 
stration pieces for health museums. 


This Division would be represented directly upon 
the controlling bodies of special research institu- 


Education 





* See page 155 for comments by Miss B. G. Alexander and Mrs. R. Lugtenburg- 
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tions, and upon the national committees of such 
voluntary organizations as the Red Cross Society 
and the St. John Ambulance Association. 


t 

Finally, the Division would be concerned with 
the education of technical personnel for the health 
service—whether at the universities (medical 
schools), in hospitals (nurses), at technical colleges, 
or at institutions maintained by the National 
Health Service itself, for the training of certain 
types of auxiliary personnel. If necessary a special 
sub-division could be created for this activity. F 


11. Personal Preventive Health Services —This 
division will guide and direct those activities, 
carried out at Health Centres and through domi- 
ciliary (health visitors) services, which are designed 
to protect the individual against preventable 
disease from any cause—not merely infectious 
disease. Apart from pure administration, it should 
concern itself very actively with research into the 
constantly developing and improving techniques of 
assessment of nutritional state and functional 
efficiency, without the use of which periodic 
medical examinations, the very basis of the pre- 
ventive services, will fail in its purpose. Research 
itself will be conducted in special departments of 
the hospitals linked with health centres in the 
area. Its results will be tried and tested by the 
large scale activities proceeding in the National 
Health Service, and submitted to statistical 
analysis by the Division of Statistics. 


‘The services under the direction of this division 
will be eugenics and race welfare, maternity and 
child welfare, immunisation, and the periodic 
medical examination service at health centres. 
Again if found necessary special sub-divisions 
could be created for some of these services. 


Should it be found that the periodic medical 
examination is not meeting with adequate response, 
as may be the case in the earlier years of the 
National Health Service, it will be for this 
Division to compensate for this defect by 
organizing periodic medical examinations of 
groups easily accessible, e.g., at schools and at 
factories. The ideal basis of the periodic medical 
examination is the family unit, as is being 
demonstrated at the Peckham Health Centre and 
at the Polela Health Unit; and the measures 
suggested should be countenanced as a temporary 
expedient only, until health education has reme- 
died the position and brought all members of all 
families regularly to the health centre for 
periodic examination. 9 


; 
12. Curative Health Services.—The following 
are the services which this division woul 
control : — ; of a 
Nursing services; 
Health centres and domiciliary services; 
Hospitals and auxiliary services; . 
Radiological and phsyiotherapeutic services; ~ 
Laboratory services ; 
Dental services ; 
Mental services. 
It is obvious that the range of activities of 
this Division is so wide that it would have oi! 
necessity to be sub-divided into various sections— 
some of which will themselves be so large in scopé 
as to rank as full Divisions. q 


‘Thus there would be a Section of Mental 
Hygiene under the direction of a Commissioner 
for Mental Hygiene. 


A separate Section at headquarters for denta 
services was recommended in evidence by t 
Dental Association of South Africa, and in vie 
of the great importance of dental care in relation 
to the health of the people, such a Section shoulé 
undoubtedly be created. 


The same must be said of a Section of nursing 
services with.a matron-in-chief as its head. 





The Division of Hospitals and Auxiliary ser- 
vices would be closely integrated with all extra- 
institutional services and activities, so that pre- 
hospital, hospital and post-hospital care would 
become part of one service controlled by the same 
authority. ; 


The Division of Curative Health Services will 
be the largest of the divisions, controlling as it 
will, the greatest share of the activities for which 
the National Health authority has executive 
responsibility. In coédperation with the Division 
of Personal Preventive Services, this Division will 
be responsible for research into the early signs of 
disease. Independently it will be concerned with 
investigation into new therapeutic methods. 


18. Rehabilitative Services and Medical Socio- 
logy.—This is another Division which would have 
relations with other Departments of State and with 
voluntary organizations. In particular, it would 
require to work in close collaboration with the 
Departments of Social! Welfare, of Education and 
of Labour. In order to prevent social maladjust- 
ments whose ultimate basis is physical and mental 
rather than sociological, it would establish Child 


Guidance Clinics in codperation with the Pro- 


vincial Departments of Education, and aptitude- 
testing in codperation with the Union Depart- 
ment of Education, which controls technical edu- 
cation, and with the Department of Labour. With 
these objects in view it would provide facilities for 
social workers in hospitals and at health centres. 
In the sphere of rehabilitation, after injury due 
to accident or crippling disease, it would again 
coéperate with the Departments already named, in 
institutes for occupational therapy, in settlements 
for the semi-fit, for cripples, for epileptics, for the 
blind, for the deaf, and so on. 


14. Non-Personal Health Services. The princi- 
pal functions of this Division would be research, 
inspection and advice. In research it would have 
strong liaison with, if not direct control of, research 
institutes dealing with problems of housing, sani- 
tation, vector control and industrial hygiene. Its 
advisory functions would be fulfilled— 

(i) through its own inspectoral field staff co- 

Operating with the inspectoral staffs of the 

regional organization ; 
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(ii) through the Central Housing Board,” 
~ which should be under its control ; 
(iii) through representation, perhaps by 


secondment of one or more technical officers, on 
the administration of industrial and mining 
hygiene under the Departments of Labour and 
Mines respectively. 
It might possibly take executive charge of sea- 
port and airport sanitary control, although it 
would be consistent to leave local control even of 
these important matters to the local hygiene 
authority. 


15. Native Rural Health Services.—In view of 
the special background of health services in Native 
Trust areas and of the arrangements which it is 
proposed should be made with regard to them, it 
1s suggested that there might be a Division of 
Native Rural Health Services, with strong liaison 
with the Department of Native Affairs, and with 
whatever authority is set up to control and guide 
Native education and Native agriculture. These 
services have many special features; for example, 
they will make use of mission hospitals and_of 
special types of personnel, and it is probable that 
the National Health Service will itself undertake 
the executive responsibility for non-personal health 
services in these areas. 


16. Finance.—As the extent and success of 
services is in the last resort determined to a great 
extent by the availability of finance, and as vast 
sums of public money are to be used in the 
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financing of the National Health Service, it is 
recommended that a special Division of Finance 
be established at headquarters. This is in con- 
formity with the hope that there will be on the 
National Health Board at least one non-medical 
representative with experience of public finance. 


National Technical Research Institutes. 


17. Those institutes undertaking research into 
matters in regard to which the National Health 
Service is executive—for instance, the production 
of synthetic drugs, anti-sera, and vaccines—would 
fall entirely under the control of the appropriate 
division of the Service. Most of the research 
institutes, however, would be under the direction 
of joint boards on which the National Health Ser- 
vice and also other appropriate interests would be 
represented. * These interests would themselves con- 
tribute to the costs of research. 


National Advisory Boards and Committees. 


18. It is proposed that in the new National 
Health Act provision be made enabling the Minis- 
ter, after consultation with the National Health 
Council and following upon representations from 
the National Health Board, to establish National 
Advisory Technical Boards or Committees. It is 
suggested that the term ‘‘ Board ’’ be used to 
denote a national body on which there are repre- 
sentatives from without the personnel of the 
National Health Services, and the term ‘‘ Com- 
mittee ’’ for the body composed entirely of repre- 
sentatives from the Service. 


The purpose of these Boards would be to bring 
together into a single body the the best expert 
opinion available in the country with regard to any 
particular set of problems; for example, housing, 
sanitation, industrial hygiene, laboratory services, 
rehabilitative services, nutrition, Native health 
services, training of personnel, medical supplies, 
etc. 


These Boards would be composed mainly but not 
exclusively, of technical experts appointed by the 
Minister either from the personnel of the National 
Health Service or from nominations submitted by 
technical societies, e.g., the Institute of Chemistry, 
the Institute of Architects, etc. 


The matters which would be dealt with by these 
Boards, would bring the National Health Service 
into relationship with other Government depart- 
ments and/or private commercial interests. Where 
Government departments are concerned, the Secre- 
tary or Under-Secretary should be a member ez 
officio of the relevant advisory board: thus the 
National Advisory Board dealing with housing and 
sanitation would have the Secretary or Under- 
Secretary of the Public Works Department as an 
ex officio member; similarly, the Board in connec- 
tion with industrial hygiene, the Secretaries of 
Labour, Mines and Commerce; _ rehabilitation, 
Social Welfare and Labour; Native health, Native 
Affairs Department, Mines and Agriculture. 
This would be better than the suggested arrange- 
ment of placing the departmental Secretaries on 
the National Health Council charged with the over- 
sight of all aspects of public health. 


The National Health Council itself would appoint 
some members to these Boards and would indicate 
other interests, other, Government departments, 
industrial and/or philanthropic bodies, etc., which 
would receive representation. The National Health 
Congress would be asked to nominate still other 
members. 


19. The establishment of Advisory Technical 
Committees would be merely an extension of the 
principle already adopted by the Department of 
Public Health, which has today the Leprosy 
Advisory Committee, the Venereal Diseases Advi- 
sory Committee, etc. These Departmental Advisory 
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Committees are at present appointed on the nomi- 
nation of the departmental heads. There is much 
to be said for the principle of allowing the personnel 
of a Service to indicate those whom they recognise 
as authorities on their subjects. 


20. It is obvious that the organization described 


in this chapter would only come into existence 
gradually. Divisions described would be created as 
the peripheral services of the organization for the 
control came into being, and the final number, size, 
type and sphere of activity of the Divisions and 
Sections could not be determined until the National 
Health Service is in full operation. 


* Comments by Miss B. G. Alexander and Mrs. R. 
Lugtenburg on the Matter referred to in Para- 
graph 8. 


A Division of Nursing should be established with 
a Director in charge, who must be a registered 
nurse and registered midwife, with experience in 
administration. The Director will be head of all 
nursing services incorporated in the National 
Health Service and should have the same status as 


other National Directors, and the same responsi-. 


bilities in connection with this Division. 


This would ensure better and more efficient 
service to the public, better distribution of nurses 
and midwives, and would be a more effective means 
of recruitment. 


It must be emphasized that nurses and midwives 
are very closely connected with all types of men, 
women and children at all stages of life, and that 
they are constantly employed in preventive, cura- 
tive and social work which includes health educa- 
tion. In order, therefore, that their knowledge may 
be fully utilised for the benefit of the public, it is 
essential that they should be organized for National 
Health Service in all its aspects by a Director who 
understands and. appreciates the part they must 
undertake in this important scheme. 

This Division is not to be regarded as a Division 
of personnel. It is a Division for the codrdination 


of services which ramify throughout the whole 
National Health scheme. 


CHAPTER XXXII. 





THE ORGANIZATION OF PERSONNEL. 


1. As has been stated in Chapter 23, it is recom- 
mended that the National Health Service should 
have its own Personnel Commission. The reasons 


upon which this recommendation is based are set 


forth in Chapter 22. 


2. The staff of the National Health Service 
should be classified into four sections—technical, 
administrative, clerical and general: a National 
Health Services Personnel Advisory Council should 
be created on the lines of the Public Service Advi- 
sory Council with representation of all sections, and 
with functions analogous to those of the Public 
Service Advisory Council. 


3. It would be the right and duty of the Health 
Services Personnel Advisory Council, whenever 
necessary, to make suitable representations to the 
National Health Services Personnel Commission in 
regard to any matter affecting the conditions of 
service, pension rights or interests of any section 
of the Service or any individual within it, coming 
within the scope of the National Health Services 
Personnel Commission. ~ 


4. Although it is intended that the National 
Health Service should be a separate service, on the 
analogy of the Railways and Harbours Service, 
with its own Personnel Commission, pension 
scheme, conditions of service, etc., interchange- 
ability of non-technical personnel with the Public 
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Service should be made possible without loss of 
seniority, pension rights, or any other rights or 
privileges existing or accruing. Technical person- 
nel, on the other hand, should be seconded rather 
than transferred to authorities outside the National 
Health Service. 


5. At the commencement of the Service it must 
be made ‘possible to absorb personnel of varying 
degrees of seniority, qualifications and experience. 
It would be manifestly inequitable to start all the 
personnel engaged on the lowest, or even the same, 
notch of salary scale. Practitioners entering the 
Service from private practice should be credited 
with seniority in the grade to which they are 
appointed in accordance with the number of years 
which they have been registered in South Africa. 


. 6. We suggest that those who are already 
members of a Union, provincial or local authority 
service be appointed to the National Health Service 
without loss of any rights and privileges existing 
or accruing. 


7. In the case of medical or dental practitioners 
who were engaged in private practice at the time 
of the initiation of the Health Service (but not in 
the case of those who entered upon private practice 
subsequently), we suggest that they be compensated 
for their practices on the basis of one-and-a-half 
year’s nett professional income, taking the average 
of the last three years, but that the amount payable 
should not exceed a year’s salary at the notch in 
the grade at which they are appointed to the Ser- 
vice. — 

8. As it is generally considered that persons 
entering a service who are over the age of 45 years 
cannot be eligible for a pension scheme, it is 
suggested that entrants who are above that age 
should be engaged on contract, and be granted a 
gratuity on retirement varying according to their 
years of service. 


9. It is suggested that there should be the right 
of voluntary retirement in the case of all male 
personnel at the age of 60, and compulsory retire- 
ment at the age of 65. In the case of female 
personnel, the age should be five years lower. The 
age of retirement might be made lower after the 
National Health Service has been in operation for 
a decade and more personnel has become available. 


10. It is suggested that a pension fund be estab- 
lished for the National Health Service separate and 
distinct from the Government Service Pension 
Fund. The pension scheme, which would require 
legislative sanction, would be substantially the 
same as that laid down in Act \No. 32 of 1936 
(Government Service Pensions Act), as amended by 
Act No. 18 of 1941 (Government Service Pensions 
Amendment Act). 


11. Briefly, the above Acts make provision for 
payment of an annuity on retirement at the retiring 
age based upon the salary for the last seven years 
of pensionable service, together with a lump sum 
gratuity, and provision is made for pension and/or 
gratuity on retirement due to physical or mental 
unfitness, abolition of office, or reérganization of 
the service. Provision is also made for the pay- 
ment of a gratuity to the dependants of a member 
who has died prior to his reaching pensionable age, 
or shortly thereafter. 


12. Consideration should be given to the estab- 
lishment of a Widows’ Pension Fund on a more 
generous scale than that obtaining in the Public 
Service today. Contributors should also have the 
right of paying additional contributions to obtain 
increased benefits for their widows. 


13. Statutory provision should be made for an 
appointee to have the right of transferring the 
** pension value ’’ which may have accrued to him 
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as a member of a Government, provincial or local 
authority pension scheme to the National Health 
Service Pension Fund established in terms af 
paragraph 10 hereof. Should an appointee exercise 
his right under this provision, the Pension Fund of 
which he was a member at the time of his appoint- 
ment to the National Health Service shall pay to 
the National Health Service Pension Fund the 
amount it holds in respect of the appointee at the 
date of his resignation or transfer. The term 
** pension value ’’ shall mean the amount of money 
ascertained and certified by an actuary appointed 
by the Minister of Health. 


14. It is suggested that all appointments should 
be full-time, as the evidence is overwhelming 
against any system of part-time service where there 
is a divided allegiance; but allowance should be 
made for the employment of married women—e.g., 
nurses—on the temporary staff, full-time, but for 
shorter periods than a full working day. The 
word ‘‘ full-time ’’ here implies that they wil not 
undertake any other work or employment for gain. 


15. In the case of any work which it is desired 
should be undertaken by persons outside the 
Service—e.g., in the case of highly specialised work 
for which provision has not been made within the 
Service—contracts should be made upon a perfor- 
mance basis. 

16. Vacancies in higher-grade posts, more 
especially technical posts, would be advertised, but 
in the lower grades transfers might have to be 
made to meet the exigencies of the Service, and 
even in the higher grades im the absence of suit- 
able voluntary applications. It should be under- 
stood that, whilst individual preference would be 
consulted as far as possible, transfers might have 
to be made where the Service required it. Six- to 
twelve-months probation should be required before 
final appointment to any post, the time varying 
with the nature of the post. 


17.—It should be emphasized that it is Aparable 
that promotions should be made upon merit rather 
than mere seniority, but, other things being equal, 
the latter factor would be given due weight. 


18. Proficiency in both official languages should 
be an essential qualification. 


19. It is recommended that in the National 
Health Service there shall be equal opportunity 
and equal pay for men and women performing 
work of the same nature. 


20.-It is recommended that in the National 
Health Service there shall be no bar to the employ- 
ment of married women. 


21. Leave privileges for all personnel should be 
on the basis existing in the Public Service today. 
Also, in the case of technical personnel, up to six- 
months study leave on full pay should be granted 
every five years, with free travelling facilities as 
if on duty, the exact period to be at the discretion 
of the National Health Board. 


22. The ‘‘ selection ’’ of entrants to the profes- 
sion has been suggested. ~We wish to state emphati- 
cally that we are opposed to any selection which 
will discriminate between one race and another. 
We strongly recommend. that in the National 
| Health Service no distinction should be made on 
| grounds of race, colour, creed or sex in the selection 
| of medical or dental students. 


MeEpDICAL PRACTITIONERS. 


23. It is desirable that all medicad practitioners 
within the Service should regard one another as 
colleagues on an equal footing; there should be no 
idea of rank based upon differences of grade or 
salary. This principle is exemplified in the nomi- 
nation of the Chief Medical Officer of a Health 


Centre by his colleagues. 


24, It is desirable, as far as possible, that the 
principle of free choice of doctor by the patient 
should be preserved, but should be on a family 
basis where feasible. This can be done by allowing 
the patient to put down his name on the list of any 
doctor serving the Health Centre of his area. Pro- 
vided the doctor of his choice has not already © 
exceed his quota of patients (say, 2,500), he becomes - 
that particular patient’s regular medical attendant; 
any doctor shall, however, on due cause shown to 
the Chief Medical Officer, “have the right to refuse 
any patient. In the event of the patient being 
unable to enrol on the list of the doctor of his 
choice, he would be assigned to the first doctor on 
the list whose quota was not complete. Change of 
doctor would be permitted on grounds which appear 
sufficient to the Chief Medical Officer. 


_ 25. The relation between patient and doctor, as 
it exists in private practice, should remain 
unchanged, save for the absence of any financial 
consideration. The patient should remain the 
clinical responsibility of his medical attendant until 
he is handed over to the care of a colleague, whether 
general practitioner or specialist. After any break 
in continuity occasioned by absence on leave, off- 
duty or the like, each doctor should resume respon- 
sibility for his own regular patients. 


26. It is suggested that freedom of criticism 
should be preserved within the §ervice insofar as 
this is consistent with the demands of discipline 
and decorum. Where professional matters are con- 
cerned, criticism should be possible through the 
medium of the Technical Committees, or centrally 
through the National Health Congress. All repre- 
sentations in regard to matters within the jurisdic- 
tion of the Personnel Commission should be made 
through the National Health Services Personnel 
Advisory Council. 


27. At the initiation of the Service, salaries paid 
would of necessity be in accordance with the 
seniority and experience of the entrants. There- 
after, the Service would be graded from the new 
graduate upwards. As soon as specialised training 
has been establised at the cost of the Service, the 
need for distinction in salary between general prac- 
titioners and specialists would disappear. 


28. In the medical profession, no discrimination 
based upon sex or race should be permitted in 
regard to salaries. This is the policy of the Medical 
Association of South Africa (B.M.A.) and is 
endorsed by us. 


29. In all the circumstances we consider the 
recommendations in regard to salaries made by the 
Medical Association of South Africa (B.M. A.) to 


be fair and reasonable. Brey they are :— 


(i) A three-years ‘‘ apprenticeship’ after 
registration on the following salaries :— 


First year: £200 per annum. 
Second year: £300 per annum. 
Third year: £500 per annum; with free 


board and lodging, etc., in each case, or an. 
allowance in lieu thereof. 


(ii) On the completion of apprenticeship, the 
Association suggests three grades : — 
A. £900—£40—£1,500. 
B. ‘£1,200—£50—£2,000. 
C. £1,500—£100—£3,000. 


30. We suggest, in conformity with the general 
policy in regard to salaries, that during apprentice- 
ship, as at other stages, the salary should be 
inclusive, at the rate of £320 for the first year, 
£420 for the second, and £620 for the third. Where 
board and lodging, etc., are provided, a refund of 
£10 per month should be made. The apprenticeship 
would be served in various capacities according to 
the work for which the practitioner is destined— 
hospitals, public health and health centre. 


— 


31. Whilst in substantial agreement with these 
figures, we are in some doubt as to the advisability 
of grading in the case of the most senior posts. 
We suggest the following ungraded posts :— 


Director of National Health Services, £3,000. 
Member of National Health Board, £2,750. 
Director of Headquarters Division, £2,500. 


Regional Health Officers and University Profes- 
sors, should fall in a special grade :— 


£1,500—£100—£2,000. 


32. In explanation, we would point out that, 
if the proposals of the Medical Council in regard 
to compulsory internship should come into force, 
presuming that the average student commences his 
studies at the age of 18 years, a salary of £320 
per annum would not be earned until the age of 25 
years, the commencing “‘A ’’ grade salary at 28, 
and £1,500 per annum at 43. 


33. The work of the /general practitioner will be 
normally carried out at the Health Centre, which 
will take the place of his private consulting room. 
The scope of his work cannot be meticulously 


defined. Roughly speaking, it will be the work for 


which the average general practitioner is responsi- 
ble under the existing system, together with much 
of the work which is being carried out at clinics, 
out-patient departments and dispensaries. He will 
not, however, except in emergency, be permitted to 
undertake work for which he has not been 
adequately trained. It should be pointed out that 
in a national health service where competition no 
longer exists, it may not be essential for a specialist 
to confine himself to the work of any one speciality 
when the exigencies of the service require it. As 
will be seen in the section upon midwives in this 
chapter, it is hoped gradually to withdraw the duty 
of attendance upon confinements from the general 
practitioner. 


34. A great deal of routine work will be taken 
off his shoulders by the provision of clerical assis- 
tance, the follow-up system by health visitors and 
the help afforded by laboratory technicians. He 
will be provided with a consulting room with all 
necessary equipment and with transport for his 
domiciliary work. 


35. He will be able to enjoy the ordinary ameni- 
ties of life in that his hours of off-duty will be 
assured and he will not always be on call. He will 
be working with colleagues who are not competing 
but collaborating with him, and will thus enjoy 
the advantages of a partnership of varying size. 


36. He will be afforded opportunities. for post- 
graduate study and refresher courses, and not be 
penalised financially for keeping himself abreast 
of medern developments. 


37. In general, it is desirable that there should 
be as few Health Centres as possible where one 
practitioner 1s working alone. In cases where this 
is unavoidable and where a practitioner has to be 
always on call, a special non-pensionable allowance 
of, say, £10 a month should be made to him as 
compensation for the absence of opportunities for 
leisure and recreation. 


SPECIALISTS. 


38. In the larger cities specialists would be 
stationed at poly-clinics corresponding | with the 
blocks of consulting-rooms which exist today. 
Patients will be referred to specialists by the Health 
Centre, and will not consult the specialist direct. 


39. Normally, the patient will be referred to a 
specialist on the recommendation of his general 
practitioner, but where a patient himself desires 
such advice and there is a conflict of opinion as to 
its necessity, the matter will be referred to the 
“Chief Medical Officer of the Health Centre for 
| decision. 
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40. In the smaller centre, specialists will be 
available in connection with the hospital, but in 
centres distant from a hospital consulting rooms 
shall also be available for itinerant specialists. 


41. The general principle should be _ that 
specialist advice and treatment should be reason- 
ably and conveniently available for everyoiie. 
Skilled surgical care should be available to meet 
any emergency with promptitude. 


OBSTETRICS. 


42. Obstetricians should be so stationed that they 
can be called in by midwives at short notice. Here, 
as In numerous other instances, air transport may 
be an economy. In some areas where there is 
insufficient work for a whole-time.obstetrician it 
may be necessary that he should combine this work 
with other forms of practice. Generally speaking, 
it is hoped, however, that cases requiring skilled 
obstetrical treatment will be recognised by midwives 
in good time and referred to an institution where 
an obstetrician is available. 


ANAESTHETICS. 


43. The administration of anaesthetics should, 
as far as possible, be regarded as the work of the 
anaesthetic specialist. We were impressed by the 
evidence showing tbat there is an unnecessary 
mortality from this cause. In smaller areas, it 
might not be feasible to provide a full-time 
anaesthetist, but the medical practitioner adminis- 
tering anaesthetics should have had special train- 
ing. Midwives who have had a three-years course 
of training would be allowed to administer light 
anaesthesia to confinement cases. 


ORTHOPAEDICS. 


44. It is desirable that orthopaedic patients 
(traumatic cases excepted), owing to the length of 
time they occupy hospital beds, should be concen- 
trated in special institutions or in special blocks of 
general hospitals. 


45. These institutions or special blocks should be 
staffed by orthopaedic specialists and doctors train- 
ing for orthopaedic work, and by special orthopaedic 
nurses and by trained nurses doing post-graduate 
work in orthopaedic nursing. They would form the 
training ground for this class of personnel. Their 
workshops would be a good training ground for 
orthopaedic mechanics. 


46. This branch of the Service would be an 
extra-regional one, special institutions being 
situated to serve a group of regions. 


47. Orthopaedic surgeons would also be stationed 
in each region, both for consultation in connection 
with new cases and for the follow-up of cases dis- 
charged from institutions. They would also be 
needed in connection with teams for the treatment 
of traumatic cases in fracture clinics. : 


48. Fracture clinics should be instituted in con- 
nection with every regional hospital, where frac- 
tures and other traumatic cases could be dealt with 
in a properly equipped clinic, stafied by a team 
under the control of a skilled orthopaedic surgeon. 
As a part of the team there should be physiothera- 
pists and a completely equipped physiotherapeutic 
department. . 


RADIOLOGY. 


49. It is considered that these services should be 
strictly controlled and that no elaborate X-ray 
apparatus should be installed in a hospital or health 
centre unless there is available a skilled radio- 
grapher to take charge of the apparatus and to 
operate it, and a skilled radiologist to make a 
diagnosis. It has been established that unskilled 
diagnostic radiology is worse than useless. 
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50. It is not necessary to have a radiologist at 
every centre where X-ray apparatus is installed. 
One of the medical staff can be trained in the recog- 
nition of the simpler radiological findings, whilst 
films where the diagnosis is doubtful can be posted 
to a radiologist for confirmation. 


51. The principle remains the same as with other 
branches of medical practice—viz. that work 
should not be undertaken by practitioners who are 
not competent to perform it. 


52. There should be an X-ray outfit, under the 
charge of a radiographer, to deal with fractures, 
foreign bodies and the like, at almost all health 
centres. 


53. Radiotherapeutic work, especially in connec- 
tion with malignant growths and radium treatment, 
should be at special institutes erected for the 
purpose. 


54. These, together with the radiological depart- 
ment of general hospitals, would provide the prac- 
tical training-ground for radiologists and radio- 
eraphers, and provide material for statistical 
research into the effects of different methods of 
treatment. This latter (therapeutic) part of the 
service would be extra-regional. 


55. Attention is drawn to the inexpensive nature 
of the method by which mass radiography is 
carried out, and the possibility of the application 
of this same method of miniature photography to 
the diagnosis of fractures, ete., should be inves- 
tigated. 


56. Mass radiography would not be available at 
all centres, but ultimately sufficient sets of 
apparatus should be provided to assure the regular 
examination by this method of the whole population 
whether by installation at convenient points or by 
means of mobile sets. 


MENTAL DISEASES. 


57. These services would remain very much as 
at present constituted. They would be an extra- 
regional service under the control of the Commis- 
sioner for Mental Hygiene, who would become the 
Director of a Division of Mental Hygiene. 


58. It is, however, desirable that all medical 
officers concerned with this branch of the Service 
should receive special organized training in 
psychology and psychiatry, and that the medical 
personnel should not be confined to institutional 
treatment, but should be attached also to. special 
psychiatric wards in general hospitals and should 
be available for consultation at health centres 
throughout the country. 


59. There should be easy transfer from this to 
other branches of the Service, and vice-versa. 


60. Inspection of mental institutions should be 
conducted by the Regional Health Officer within 
whose region they might happen to fall, in colla- 
boration with the Director of the Division of 
Mental Hygiene. 


VENEREAL DISEASES. 


61. A venereologist should be attached to each 
regional health officersto supervise and control the 
campaign against venereal disease within the 
region. Treatment would be carried out by general 
practitioners but they should be intensively trained 
in this work. Much of the routine injection might 
be carried out by selected auxiliary personnel 
under the supervision of a medical officer. The 
treatment of venereal disease involves weekly visits 
to centres convenient to all parts of the country, 
and in sparsely populated areas arrangements would 
be made for the visiting of satellite clinics by a 
medical officer from the health centre at least once 
a week. He could at the same time carry out any 
other necessary duties. 


TUBERCULOSIS. 


62. The codrdination of all measures to combat 
tuberculosis is of the utmost importance. Institu- 
tions for treatment and isolation would be extra- 
regional, but they would have to be coérdinated 
with the other measures such as diagnostic and 
follow-up work at health centres. This would 
necessitate the appointment of a Tuberculosis Officer 
attached to the Regional Health Officer, with 
possibly several Tuberculosis Officers under him, 
visiting health centres at regular intervals. It is 
possible that, as in the Army, repeat artificial 
pneumothorax treatments might be carried out by 
ae practitioners intensively trained for this 
work, 


63. Mass radiography should eventually be a 
part of the routine periodic medical examination of 
the whole population. 


OPHTHALMOLOGY. 


_ 64, It-is desirable that two or more opthaleolas 
gists should be available at every regional centre, 
assisted by optometrists in the proportion of two 
to each ophthalmologist. In country areas one 
ophthalmologist should visit all health centres in 
the region at regular advertised intervals, accom- 
panied by the optometrist who would also pay a 
follow-up visit to ascertain whether the glasses 
supplied are satisfactory. 


65. At schools, the opthalmologist should assure 
himself as to whether a pupil can safely be handed 
over to the optometrist for eye-testing. - Under 


existing conditions we have had evidence as fo the 


impossibility of obtaining skilled opthalmological 
service for school children, owing to the shortage 
of specialists in this field. 


66. Our attention has been drawn to the fact that 
whilst certification of blind persons is carried out 
by specialists in the case of Europeans, in Natives 
it is being carried out by general practitioners, thus 
greatly lessening the value of the work. It is hoped 
that the National Health Service would train suffi- 
cient specialists in opthalmology to do away with 
this anomaly. 


DENTAL PRACTITIONERS. 


67. We suggest that there should be roughly one 
practitioner for every 5,000 of the population. They 
would be attached to health centres and would serve 
the needs of the area of the particular health centre. 
There would not be such a freedom of choice as 
with medical practitioners but where several 
dentists are attached to a centre, the same principles 
of freedom of choice should be adopted. 


68. The general principles which we have 
enunciated in- regard to medical practitioners in 
connection with their mutual relationship, their 
relationship with patients, freedom and methods of 
criticism, and remuneration of entrants into the 
Service, apply equally to dental practitioners. 


69. In view of the exacting nature of their work, 
the similarity of their training, and the need to 
encourage new recruits to dentistry to come forward, 
we recommend that the salary scales should be. 
only £100 less than those for medical practitioners. 


70.. Paragraphs 22, 28, 24, 25, 26, 27, 33 and® 
35 apply to dentists equally with medical practi-_ 
tioners, but as dentistry is not normally a calling 
where emergencies often occur, “paragraph 36 would 
not be applicable. 


71. Dental specialists—e.g., in orthodontic work | 
—would be stationed in the poly-clinic in the same 
way as medical specialists. 


72. Patients could either go direct to a ital 
at the health centre or be referred by a medical © 
practitioner. Reference to a dental specialist would 
be through a dental practitioner at a health centre — 





73. Generally speaking, the aim should be to 
have at least one dentist attached to each health 
centre. His duties would be those of: the dental 
practitioner today, but in addition he would conduct 
regular clinics for school children and pre-school 
children. The aim should be a regular dental 
examination of all school and pre-school children 
every six months, and of adults annually. 


74. Whilst the dentist would be stationed at the 
health centre, it might be necessary for him to make 
his services more readily available in a surrounding 
area by— 


(a) regular visits to satellite clinics, or by 


(6) an equipped mobile clinic, 
as circumstances required. 


75. Beds should be available at general hospitals 
for dental cases, and all cases requiring extensive 
extractions of teeth should be admitted to hospital. 


) 

76. There appears to be no valid reason why 
the dental practitioner should not be specially 
trained to administer anaesthetics for the doctor, 


and this might prove a great convenience in areas: 


where only one doctor is available. 


PHARMACISTS. : 


77. From the evidence tendered us by _ the 
Associated Pharmaceutical Societies of South 
Africa and the South African Pharmacy Board, 
it would appear that the majority of existing 
pharmacists are wedded to the ‘‘ chemist shop ”’ 
system, and desire that dispensing in the National 
Health Service should be carried out through the 
medium of existing ‘‘ chemist shops ’’. 


78. It may, therefore, be necessary on the initia- 
tion of the Service to make use of the existing 
facilities and to employ chemists on a part-time 
basis to perform: this service. According to the 
volume of work, the remuneration would be either 
on a performance basis or by way of a part-time 
salary. } . 


79. But a full-time salaried service should be 
instituted as rapidly as possible, with dispensaries 
at every hospital and every health centre staffed by 
qualified pharmacists. 


80. We suggest a minimum salary of £360 per 
annum and a maximum of £900, though it might 
be necessary to create a few ungraded posts as, for 
instance, in connection with the Headquarters staff. 
The salary should not exceed £1,200 per annum. 


81. In cities, arrangements should be made for 
off-duty and provision could be made for one centre 
in every three or four to be on call for night and 
holiday service. 


82. It is suggested that the National Health 
Service should purchase its supplies of pharma- 
ceutical and medical requisites in bulk and that, 
apart from a central drug store, supplementary 
stores should be located at convenient places 
throughout the country. It may be that each 
regional headquarters could have its own store, with 
a pharmacist in charge to issue supplies to hospitals, 
health centres, etc., within the region. 


83. It is suggested that a great part of the manu- 
facture of pharmaceutical products might be under- 
taken by the Service itself, and that drugs could 
advantageously be purchased in the world market. 
We have had evidence of the work being done by 
the South African Medical Corps in the latter re- 
spect and feel that this might well serve as a 
convenient model. 


84. It is suggested that a national formulary of 
prescriptions should be adopted and that this, to- 
gether with the British Pharmacopeia, should form 
the normal basis of prescriptions. Where proprie- 
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tary drugs are prescribed, due cause should be 


shown why their use is considered necessary. 


85. There is room for a large number of non- 
Kuropean pharmacists for service in Native Terri- 
tories. 


MIDWIVES. 


86. As already stated in Chapter 27, we look for- 
ward to the training of a new class of midwife 
with three years training, who will be capable of 
full responsibility for conducting up to 90 per cent. 
of all confinements. 


87. She should also be trained in the induction 
of light anaesthesia. 


88. She would not be permitted to use instru- 
ments, and where these were required would be 
expected to call upon the services of an obstetrician. 


89. In general, it is expected that she would be 
sufficiently skilled to recognise abnormalities in 
good time and transfer her patient to an institution 
where she could be under the care of an obstetri- 
clan. 


90. It is desirable that confinements, especially 
in country areas, should be conducted away from 
the home of the patient. In order to make this 
possible, beds should be available in connection 
with hospitals, health centres and satellite clinics, 
where a midwife will be stationed. The evidence 
is strong that it is impossible satisfactorily to deal 
with confinements in sparsely-populated areas if 
the midwife has to attend to the patient at home. 


91. As has been stated in Chapter 27, it is con- 
sidered desirable that the one-year training as at 
present offered to midwives. should be preserved, 
but that those so trained should be designated 
““maternity nurses’’; that they should not be 
permitted personally to conduct confinements, but 
should carry on the ordinary post-natal nursing 
duties under the supervision of the qualified mid- 
wife, in addition to assisting her with the actual 
confinement. The vocation of maternity nurse is 
one which would probably appeal to widows and 
older married women; the employment of women 
who have themselves borne and reared children 
would be more popular, especially among non- 
Europeans, than the employment in this capacity 
Older women 
could learn to be good maternity nurses more easily 
than they could learn to be midwives. 


92. Ante- and post-natal clinics would be con- 
ducted and cases would be referred to an obstetri- 
cian in the case of abnormalities connected with 
the pregnancy, or to other appropriate practitioners 
in the case of other abnormalities of health suspect- 
ed. Instruction in ante-natal exercises to prepare 
the passages and strengthen expulsive power should 
be part of the midwives’ course, as should mother- 
craft, ; 

93. The remuneration of midwives (three-years 
trained), whether European or not, should be 
approximately 25 per cent. higher than that of 
general trained nurses, as they would have more 
arduous, responsible and irregular work to perform. 


We suggest that there shall be two grades :— 
(a) £310 x £10—+£360; 
(b) £375 x £25—£500. 


Where the midwife lives in, she would refund 
£10 per month as payment for board, lodging and 
laundry. 


and 


94. The remuneration of maternity nurses (one- 
year trained) should be about 25 per cent. lower 
than that of general trained nurses. We suggest 
that there be two grades : — 


(a) £200 x £10—£250; and 
(b) £25 x £20—£330. 
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Payment for board, lodging and laundry, where 
the maternity nurse lives in, would be £7. 10s. per 
month. ‘The provisions of paragraph 114 should 
apply here. 


95. We do not consider the training now under- 
gone by trained nurses as a necessary basis for 
midwifery training. 


96. The same personal relationship which it is 
suggested should be retained between doctor and 
patient should, as far as possible, be retained be- 
tween midwife and patient. 


97. Voluntary organizations might assist by the 
provision of mothers’ helps to look after the home 
and the other children of women undergoing their 
confinements away from home. 


98. Extra-institutional work would be carried out 
from the health centre as in the case of doctors. 
All calls would be sent through the centre. 


GENERAL TRAINED NURSES. 

99. This aspect of organization is a very large 
one. Though, for purposes of convenience, we are 
taking each category separately, it is to be clearly 
understood that the nursing service will be one. 
It will be under the control of a Matron-in-Chief, 
who should be a trained nurse. There should be a 
uniform basic salary scale throughout, and the 
utmost freedom of exchange possible between one 
category and another. 


100. Though the primary duty of the general 
trained nurse is the nursing care of sick people, 
as exemplified in the hospital nurse and the district 
nurse, other functions have been found for person- 
nel with this type of training. This is exemplified 
by the health visitor whose duties are largely con- 
cerned with the giving of advice, the follow-up of 
patients (and their contacts where the disease is 
infectious) and with the holding of routine clinics. 


101. It is desirable that only mild cases of illness 
should be nursed at home, and all serious cases 
should be nursed in a hospital. The duties of the 
district nurse should be confined to such cases as 
can be seen once or twice a day. The number of 
district nurses need not therefore be very great. 
The vast majority of. trained nurses who are con- 
cerned with actual nursing of the sick should still 
be employed in hospitals. 


102. There is a very great field of usefulness for 
the health visitor. 
given of the field of work covered by such personnel. 
They receive a post-graduate course of six months 
duration after either a general or a midwifery 
training. They are engaged in infant and child 
welfare work, ante- and post-natal clinics, the 
follow-up of cases of tuberculosis and the tracing 
of contacts in the case of infectious or venereal 
disease. Some municipalities, which provide a 
domiciliary service for poorer patients, have found 
them of value in investigating cases to see whether 
a visit from a doctor is necessary, and in following 
up cases after the doctor has visited. 


103. It is in this last function that we consider 
there is room for very great expansion in connection 
with health centres. There are large numbers of 
patients who require a certain amount of daily 
supervision after the doctor has visited them, but 
not necessarily further visits from the doctor. 
The health visitor could visit and report upon such 
cases. As may be seen from Chapter 28, we look 
forward to an extended use at health centres of 
personnel with this class of training. 


104. If there should appear to be need of social 
services in any of the homes visited by them, 
they would report to the health centre social worker, 
who would put the matter in the hands of the 
appropriate branch of social welfare work. 
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105. Whilst the majority would be general train- 
ed nurses with the additional thealth visitor certifi- 
cate, those in charge of child and infant .welfare 
clinics, and ante- and post-natal clinics, should 
be maternity nurses (one-year training) with a 
health visitor certificate, and this latter type should 
deal with all notified births and visit the new-born 
infant, as is done at present. These should all be 
in possession of a mothercraft certificate. 


106. Trained nurses with health visitor certifi- 
cates would also be employed in connection with 
factories to deal with minor injuries, to investigate 
cases of sickness reported, and call in the doctor if 
necessary. 


107. Trained hospital nurses should be given -the 
option of living out if they so choose. 


108. All salaries should be inclusive and, where 
the nurse elects to live in, she should be charged 
for board, lodging and laundry. 


109. The basic salary should be on a uniform 
scale throughout the Service with slight non- 
pensionable allowances for extra responsibility and 
training, where used by the Service. But as soon 
as post-graduate training is provided at the cost 
of the Service (with payment of salary), these 
allowances should cease. ; 


110. There should be special post-graduate 
training for matrons, assistant matrons, heads of 
departments, district nurses, orthopaedic nurses, 
sister tutors, etc., at the cost of the Service. 


111. The following salary scales for general 
hospitals are suggested :— 
Matron of hospital over 750 beds: 


£950 p.a. fixed. 


a oe # 5, 900 °,, :£850 p.a. fixed. 
m bs z », 200° 5, S000 plavnmec: 
- - % |, 100+5, <S500 nrasiised: 
- if ,, under 100 ,, 


: £450 p.a. fixed. 


Assistant Matron, and 
Senior Sister Tutor: 
—£450—25—£600 p.a. 
£300—25—£400 p.a. 
£300—25—£400 p.a. 
Theatre Sister: £300—25—£400 p.a. 
Night Sister: £300—25— £400 (plus 
non-pensionable allowance of £2 per month 
whilst engaged on these duties.) 


Staff Nurse : —£250—10—£300 p.a. 


Junior Sister Tutor: 


Ward Sister : 





Probationer Nurse—lIlst year: £156 p.a. 
i me 2nd year: £168 p.a. 
9 >» 3rd year: £180 p.a. 


(All holders of posts above the rank of Ward 
Sister must be specially qualified.) 


It must be emphasized that all salaries are in- 
clusive and that board, lodging and laundry are 
to be found out of these. Their cost will be 
reckoned at £120-£240 per annum according to the 
salary named, which sum will be payable to an 
institution where the nurse lives in and is provided 
with these services. Allowance for uniform should 
be paid. ; 


Any trained nurse employed at a health centre 
(including those who are district nurses or health 
visitors), should be classed either as a junior or 
senior sister. ‘Che junior salary scales would cor- 
respond with those of a hospital staff nurse, the 
senior with those of a hospital sister. — 


The. salaries for male and female nursing per- 
sonnel attached to mental hospitals, leper insti- 
tutions or other special institutions should, as far 
as possible, be comparable to the above scales and 
commensurate with the duties involved. 


of married nurses. 


112. So great is the demand for, and so con- 
siderable the. shortage of, trained nurses that an 
arrangement should be made to utilise the services 
They should be on a full-time 
basis, but might serve en the non-pensionable staff 
for hours shorter that a full working day (vide 
Paragraph 14 of this chapter). . 


113. It is anticipated that large numbers of 
Coloured and Native Nurses will be employed in 
connection with the non-European wards of: hos- 
pitals, and also as district nurses and health visitors 
in locations and non-European areas. It is recog- 
nised that, whilst the very best of these are able to 
take the same responsibility as Europeans, the 
majority have not yet been found capable of the 
same standard in this respect. It has, therefore, 
not been considered practicable to pay them at the 
same scale, nor do they themselves suggest it. 


114. In exceptional cases where non-European 
nurses have demonstrated over a term of years that 


they are capable of undertaking work entailing full » 


responsibility in all respects equal to that of Huro- 
peans, they should be paid at the same rates. 
Normally, in the case of non-Kuropeans the salaries 
for Coloureds should be 80 per cent. and for Natives 


75 per cent. of those payable to European nurses 


on the same grade. Thus, where a European ward 
sister will be on the grade £300—25—<£400, the 
Coloured equivalent would be £240—20—£320 and 
the Native £220—20—£300. Payment for board, 
lodging and laundry would be at the same ratio. 


P'SYSIOTHERAPISTS. 
115. The work of the physiotherapists should be 


carried out on the orders of a doctor. The work 
includes massage, medical gymnastics, remedial 
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exercises, electrical treatment, treatment by ultra- © 


violet and infra-red rays and, less commonly, 
treatment by baths, packs, etc., hot-boxes, hot air 
baths, etc. 4 


116. As far as ambulant patients are concerned, 
most of this treatment can be carried out in con- 
nection with the health centre, but in the larger 
towns it is undesirable that costly apparatus, per- 
haps not often used, should be duplicated, and this 
should be concentrated at the poly-clinic. Hospital 
patients in the larger hospitals would be treated by 
the physiotherapeutic department of the hospital. 


aay Physiotherapists would, then, be attached 
to hospitals, health centres and _ poly-clinics. 


Domiciliary treatment should be eliminated as far 


as possible, but where necessary, transport would 
be provided. 


118. It is generally recognised that this type of 
work is: very arduous, more particularly in the 
case of general massage. The hours of work per 
day should not exceed six or seven. 


119. Physiotherapists should be graded as junior ) 
and senior, comparable with staff-nurses and sisters . 


amongst trained nurses. Salaries should be about 
25 per cent. higher than those of a trained nurse. 
Thus, where a trained nurse, as ward sister, is 
placed on the grade £300—25—£400, a senior 
physiotherapist would be graded £360—30—£510. 


120. This method of treatment is expanding 
rapidly in scope and there will be need for ever- 
increasing numbers. 


121. Whilst post-natal treatment is advisable in 
all maternity cases, pre-natal treatment by: physio- 
therapists should only be given in specially-selected 
cases requiring it. 

Opticians (OPTOMETRISTS). 


122. We accept the definition of optometrists 
given under the New South Wales Opticians’ Act 
of 1930:— ae 

‘‘ Optometry means the employment of 

-methods other than the use of drugs, medicine or 

11 / 
be - 
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surgery for the measurement of the powers of 
vision and the adaption of lenses and prisms for 
the aid thereof.’’ i 


123. In an organized national health service, the 
objections to the practice of optometrists will fall 
away, because :— 


(i) they will be salaried personnel and will 
not charge a fee; oe 


* i) they will work under the supervision of an ° 
ophthalmologist who will have the opportunity 
of examining the patient as to. the state of his 
eye apart from errors of refraction before refer- 
ring him to the optometrist, and decide what 
cases may be so referred. This will result in 
much saving of time for the ophthalmologist. 


124. The salaries offered to opticians should com- 
mence at £360 and rise to a maximum of £600 
per annum. 

RADIOGRAPHERS. 

125. The radiographer’s work consists solely in 
the mechanical taking of X-ray photographs and 
the processing of films, and the application of 
treatment under the control of a _ radiologist. 
Clinical photography might well be part of their 
duties. It must be carried ott under medical 
supervision. Mass radiography would be carried 
out entirely by radiographers, the results being 
scrutinised and reported upon by a radiologist or 
a tuberculosis expert. Selected centres would be 
equipped for mass radiography, which might also 
be carried nearer to the homes of the people by 
means of travelling apparatus visiting health 
centres and satellite clinics. 


126. Radiographers should be stationed at all 
health centres, or at selected health centres in the 
case of closely-populated areas. At these centres, 
however, only the simpler radiological work should 
be done, including almost all fractures and foreign 
bodies. More intricate work, such as chest and 
abdominal radiography, barium meals, pyelo- 
graphy, cholecystography, encephalography, should 
be carried out at the poly-clinics, of which there 
should be one or more in each region. 


127. Radiographers would be attached’ to such 
poly-clinics for the use of out-patients (ambulant 
patients). © 


128. The smaller hospitals would be in the same 
position as the health centre. In smaller towns 
and villages, the hospital might well be the centre 
for all simple X-ray work, and would employ one 
radiographer or more. The larger hospitals would 
have a department more or less completely equip- - 
ped according to its grade, and here too radio- 
graphers would be employed. 


129. Radiographers’ salaries should range 
between a minimum of £250 and a maximum of 
£500 per annum. Radiographers do not usually 
live in but, where this is the case a deduction of 
£10 per month should be made for board, lodging 
and laundry. 

LaBoRatory TECHNICIANS. 

130. Theré is room here for laboratory personnel 
of two types. We suggest that the name of 
‘** laboratory technicians ’’ be reserved for a scienti- 
fically-trained graduate in science of a University, 


' who has subsequently had a year’s laboratory 


training. There are a large number of laboratory 
procedures which involve no personal contact with 
the patient. As examples we may cite the Wasser- 
mann, Kahn, Widal and Weil-Felix reactions, 
estimates of blood urea, etc., urinalysis, bacterio- 
logical reports. All of these can be carried out by 
a trained graduate in science’ without the assis- 
tance of a pathologist or bacteriologist, but the 
results should be reconciled with the clinical 
findings by a medical specialist in charge of the 
laboratory. 
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131. But the simpler ‘‘ side-room ’’ procedures 
such as urinalyses, blood-counts, sedimentation 
tests, etc., could also be carried out in health 
centres and small hospitals by a more simply- 
trained type of personnel. The South African 
Institute for Medical Research has trained. a num- 
ber of these for the Army, and they have proved 
their worth. We suggest the name of ‘‘ laboratory 
assistant ’’ for this type. 


132. We suggest that the salaries should be 
approximately as follows :— 
(i) Laboratory Technicians: A commencing 
salary of £350, rising to a maximum of £800 
per annum. 


(ii) Laboratory Assistants: A commencing 
salary of £200, rising to £450 per annum. 


OccUPATIONAL THERAPISTS. 


133. Elsewhere in this report reference has been 
made to the work of occupational therapists. 
Trained personnel is almost entirely lacking, as 
the conception of occupational therapy is a new 
one; indeed, we understand that there are only 
two certificated occupational therapists in South 
Africa. 


134. A number of men and women skilled in 
arts and crafts have, however, been given an inten- 
sive training by the South African Medical Corps, 
and until the training offered at the University of 


the Witwatersrand begins to bear fruit, some of- 


these might well be taken over by the National 
Health Service. 


135. There is much room for the employment of 
this type of personnel, more particularly in general, 
tuberculosis and mental hospitals, and in ortho- 
paedic institutions. Interesting and useful occupa- 
tion revolutionises the outlook of any convalescent 
patient, whilst in the case of the patient who will 
later proceed to vocational training, occupational 
therapy prepares mind and muscles for further use- 
ful work, and maintains their functional efficiency. 


136. The salaries suggested for the occupational 
therapists, trained on the lines suggested for the 
new course at the University of the Witwatersrand, 
would be the same as for physiotherapists. 


DIETITIANS. 


137. We have no evidence as to the number of 
dietitians available. The training hitherto pro- 
curable in South Africa has been in domestic 
science and economy rather than dietetics. The 
University of Pretoria is now instituting a course 
in dietetics proper. 


138. We advocate that the whole of the culinary 
department of a general hospital of anything over 
100 beds should be divorced from the control of 
the nursing service and become the responsibility 
of a dietitian. The actual purchasing of foodstufts 
may be made by the purchasing officer on the advice 
of the dietitian, but the planning of. menus and 
the preparation, cooking and distribution of food 
should be controlled by the dietitian. 


139. The person responsible for the above duties 
should also be responsible for distribution to indi- 
vidual patients, and for the study of individual 
tastes and requirements. In larger hospitals this 
would be done by assistant dietitians in the wards. 


140. The dietitian should have a scientific as 
well as a domestic science training, and should be 
capable of working out speciai diets, to meet special 
needs on the orders of a doctor. 


141. She should take, her orders from the physi- 
cian in charge of the case, but fall directly under 
the medical superintendent for disciplinary pur- 
poses. 


-efficiency from a dental surgeon 


142. Insufficient attention is apt.to be paid to 
the actual cooking of food. There is a dearth of 
trained chefs (for whom a large field of employment 
is open) and opportunities for this training should 
be afforded to Coloured and Nativé people of both 
sexes. 


143. Any large hospital should be as capable of 
offering a choice of fare as any good hotel. 

144. Dietitians would also be required in con- 
nection with health centres for giving advice as 
to special diets, and for lectures in regard to the 
choice and preparation of food. 

145. The salaries offered should be the same as 
for physiotherapists. : 

Dentat Mrcuanics. . 

146. A large number of dental mechanics will be 
essential for the dental side of the National Health 
Service. They should be provided in the proportion 


of one to every three or four dentists. 


147. They should be concerned with the making 
of dentures.and should not be permitted to take 
impressions. But it is to be remembered that their 
work is not confined to this function: they will 
also be occupied in the making to the design of 
the dentist of opercula for cases of cleft palate and 
of splints in cases of fractured jaws. 


148. In the larger cities the provision of a den- 
tal mechanic service is not one of any great 
difficulty. Centralisation of dental laboratories to 
serve a number of health centres might be an 
advantage. In smaller towns and villages there 
might not be sufficient local work to occupy the 
time of the mechanic, and in these cases it might 
be better to centralise the whole denture service, 
leaving extractions, fillings, etc., to the local 
dentist. , 


149. The training of dental mechanics has up to 
the present been so deficient that great care will be 
needed in engaging them for the Service. It might 
be advisable to require that a certificate of 


should be 


furnished. 


150. We suggest a commencing salary of £300 
per annum, rising to a maximum of £550. 


ORTHOPAEDIC MECHANICS. 


151. This class of personnel will be essential in 
connection with the provision of splints, crutches, 
artificial limbs, etc., for hospitals, orthopaedic 
institutions, health centres, etc. It is advisable that 
the National Health Service should, as far as 
possible, manufacture its own apparatus. Stock 
types of splints, crutches, etc., could be manu. 
factured centrally: the Government Limb Factory 
at Johannesburg could be enlarged for this purpose. 


‘It is better that individual artificial limbs—boots. 


leg-irons, ete.—should be turned out by mechanics 
who can be in touch with the patient and see tha’ 
the fitting is exact. This is being done, with good 
results, in connection with some _ orthopaedic 
institutions. 


152. There do not! appear to be many skilled 
orthopaedic mechanics in South Africa. They 
should be trained in the service’s own workshop: 
by the Service. If necessary, skilled mechanic: 
should be imported to initiate the scheme. 


153. Salaries should be the same ag those for 
dental mechanics. We suggest a minimum of 
£300 per annum, with a maximum of £550. 

HyGirné OFFICERS. 
(Medical Aids.) 

154. The work which might be assigned to Native 
hygiene officers in connection with Native healtl 
centres has already been described. It is on the 
lines laid down by the Committee of Enquiry or 


the Medical Training of Natives, and has beer 
tried out at Polela in Natal. 


155. The duties assigned to Kuropean hygiene 
oficers would not be precisely the same, but would 
be more in the way of supervision of the inspection 
of environmental hygiene carried out by health 
inspectors. : 


156. This class of personnel will be on trial and 
mntil it is possible to assess its ‘value, it will be 
1ecessary to proceed with caution. It would seem, 
iowever, that the Huropean hygfene officer might 
well take over that part of the present duties of a 
medical officer of health which concerns environ- 
mental services, and release medical men for a 


phere in which they will be able to make wider - 


ise of their training in clinical 


medicine for 
reventive purposes. . 


163 


157. We suggest for hygiene officers two grades . 


ft salary :—- 
(a) £200-£400 per annum; 
(6) £400-£800 per annum. 
Hratru Inspzcrors. 
158. The duties of health inspectors are well- 
mown, and they would remain substantially the 
ame under a national health service. The region 


and 


hould be the unit of inspection and health inspec- | 


ors should be under the control of the Regional 
dealth Officer, or of a medical or hygiene officer 
leputed by him. 


159. They would report, through the Regional 


Tealth Officer, to the local authority; they would 


ict in close collaboration with the rest of the 
ervice—curative and preventive. 

160. There is a great need of Native health 
nspectors for Native areas and locations. 

161. We suggest that salaries offered to health 
nspectors should be in two grades :— 

(a) £180-£350 per annum; and 
(b) £300-£650 per annum. 
HerattH ASSISTANTS. 

162. Native health assistants are being utilised 
n the Northern Transvaal and Natal in combating 
nalaria, at Polela for preventive and health educa- 
ional work under a Native hygiene officer (medical 
id), and in certain towns on the Reef in connec- 
ion with the health. work of their locations. 

163. Their value liesin the fact that they can be 
aught to do certain simple things efficiently with- 
ut covering a wide ground. Their training can be 
apid—six to twelve months. 
ealth propaganda, the recognition of certain 
iseases such as malaria. and typhus, and for 
arrying out simple procedures such as insect pest 
ontrol, delousing, spraying, etc. © . 

164. Their educational standard need not be high 
nd their salaries are therefore not a great expense. 
Yaturally, however, they require strict supervision 
nd control. 


165. So far no attempt has been made to train 


Juropeans on these lines, but analogous work might 
yell be found for them in special areas. 

166. The salary should be on the scale £100— 
0—#£140. . 
Non-TecHntcat PERSONNEL. . 
167. No attempt has been made to include the 
vhole field of employees in a national health 
ervice, and it is not proposed to deal in detail 
vith all the different non-technical categories. 
they would follow very much the lines of the exist- 
ng Public Service, but should be more generously 
reated in the matter of salaries so that the best 
nay be attracted. There are two classes of pre- 
onnel requiring special mention—namely, the 
egistrars of health centres, and the clerical 
ssistants. 
“= REGISTRARS. . 
168. The duties of the registrar of a health centre 
re laid down in Chapter 28. Health centres 
ould have to be classified according to their size 
nd the population which they serve, and the 

alaries would vary accordingly. 


: 








’ 


They ‘are useful for . 


more than tentative suggestions. 
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CLERICAL ASSISTANTS. ’ 

169. This type of personnel would be of great 
value in hospitals, poly-clinics and health centres 
as aimanuenses to the medical and dental staff, and 
for the care and classification of records. This kind 
of service has been extensively used in the South 
African Medical Corps and their experience would 
be of great value in this regard. What is implied 
1s a stenographer-typist with special training in 
medical terminology and an out-line knowledge of 
clinical medicine, who could, from the doctor’s 
dictation in wards or health centres, make records 
of all cases and file and classify them with intel- 
hgence. Their work would save the doctor’s time 
and increase the efficiency of the statistical depart- 
ments. Special short courses of training should be 
given to stenographers in medical terminology and 
the outline of National Health Service administra- 


. tion and statistical service, so that they could 


coéperate intelligently in keeping records.: Similar 
training should be given to’ meet the needs of dental 
practitioners; Registars of health centres could 
also be recruited from the members of this section 
who have shewn special aptitude. 


170. Their salaries should be substantially 
higher than those offered to the stenographer-typist, 
but they could be selected from among that class of 
personnel. : 


171. The suggested organization of the personnel 
under a national health service does not claim to 
be in any way complete, nor is it claimed that the 
salaries which have been mentioned are anything 
All that has been 
attempted is an effort to show how all these types 
of personnel can be made to dovetail together and 
codperate towards the common object of attaining 
an efficient National Health Service for the people 
of South Africa. . | 


COMMENTS BY SENATOR C. L. HENDERSON 
AND MRS. R. LUGTENBURG ON THE 
INCONSISTENCY REGARDING THE DIF- 
FERENTIATION BETWEEN CERTAIN SEC- 
TIONS OF THE PROPOSED SERVICE. 

In this chapter there is an inconsistency which 
we cannot support. In the section dealing with the 
conditions of service for medical practitioners, 
Paragraph 27 reads :— 

*“ In the medical profession no discrimination 
-based upon sex or race should be permitted in 
regard to salaries. This is the policy of the 
Medical Association of South Africa (B.M.A.) 
and is endorsed by us.”’ . 

When we come to other parts of the service, how- 
ever, a discrimination based on colour is evident. 
In some cases there are two scales, and in the case 
of nurses there are three grades. 

This distinction is particularly noticeable in 
Paragraphs 113 and 114, dealing with the salaries 
of nurses. Here we have students who must have 
reached the same minimum educational standard, 
take the same course of lectures and studies. In 
passing out they have to pass the same tests of - 
knowledge and efficiency before they are considered 
qualified. In the case of the non-European, nor- 
mally two grades of salary are recommended with 
the following qualification—that :— 

‘©TIn exceptional cases where non-Huropean 
nurses have demonstrated over a period of years 
that they are capable of undertaking work entail- 
ing full responsibility in all respects equal to 
that of the European, they should be paid at the 
same rates.”’ 

No such qualifying period or proof is demanded 
from non-European medical practitioners. 

Under these circumstances we consider that either 
the one policy or the other should prevail in all 
sections of the Service. 





Cuartrr XXXII. 
CHAPTER XXXITI. 





THE ORGANIZATION oF Non-PERSoNAL HEALTH 
SERVICES. 


1. The idea is too widely prevalent that the 
finest contribution that can be made to health is 
the building of a hospital. True, the modern hos- 
pital is splendid to look upon, spotless within, and 
equipped with shining apparatus for dramatic teats 
of surgery; but if we think in terms of the modern 
conception of health we shall see the hospital for 
what it really is, a costly monument to the failure 
of preventive services. 


2. Among those who enter its portals, some never 
to leave it alive, will be many who are the victims 
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of bad housing, polluted water, infectious disease, - 


wrong diet, or ignorance of the natural laws of 
health; yet all of these are preventable. 


3. Medical men have not the layman’s high 
regard for the hospital as an instrument of health. 
Their official representations to us have insisted 
that the mere provision of more doctoring—and this 
includes hospital services—will be futile without 
drastic improvements in those basic promotive and 
protective requirements which in this report are 
called the non-personal health services. 


4. We are entirely of the same opinion, and are 
convinced that the services about to be described 
are a vital contribution to the nation’s health. 


5. In previous chapters we have given our reasons " 


for leaving the execution of these services to the 
local authorities, supervised and assisted by the 
Provincial Administrations, and advised and in- 
spected by the National Health authority. We 
have pointed out that this is nothing new, but mere- 
ly an expansion of their traditional and constitu- 
tional function. We have shown also that the 
transfer to the National Health Service of full 
responsibility for all personal health services at 
present undertaken by the Provinces and _ local 
authorities, will release considerable sums annually 
for the more effective conduct of the non-personal, 
health promotive, environmental services. Accord- 
ing to the estimates given in Chapter 18, the rapid- 
ly rising expenditure by the Provinces on personal 
health services already stands at £1,727,000, and 
that by local authorities at £340,000—altogether 
over £2,000,000 a year. It is proposed that in 
future the services represented by this expenditure 
should be taken over by the National Health Service 
and that the cost should be defrayed from national 
sources. Thus there will be no need to divert to 
the central authority .any’ part of the revenue 
hitherto devoted by the Provinces to hospitals and 
other personal health services. In short, if these 
proposals are accepted, a clear £2,000,000 per year 
' will be available to the Provinces and local authori- 
ties combined, for new expenditure on environ- 
mental health services. : 


6. Broadly speaking it is proposed that the Pro- 
vincial Administrations should take a more active 
part than hitherto in stimulating the provision by 
local authorities of non-personal health services, 
giving generous financial assistance for that pur- 
pose. ‘Those local authorities which have been 
accustomed to spend considerable sums on personal 
health services will now have available these sums 
in addition to any Provincial subsidies, for the pro- 
secution of the new health promotive campaign. 
In areas where there are yet no constituted local 
authorities the Provinces will have the choice either 
of constituting such authorities, executing the 
services themselves, or contracting with the 
regional organization of the National Health Ser- 
vice, which will in any case require to maintain 
ai for the exercise of its inspectoral and advisory 

uties. : 


7. Although it is contemplated that standards of 
non-personal (environmental) health services will 
be laid down by regulation as indicated in Chapter 
36,.it is probable that these will not be uniform 
in all types of area; and in practice the peripheral 
services will be judged mainly by their results in 
protecting and improving the health of the people, 
as reflected in the statistical data collected at the 
four hundred or more health centres which will be 
scattered throughout the length and breadth of the 
country. The suggestions which follow are in .no 
sense authoritarian, and are made principally in 
order to present as clearly as possible the vision we 
have in mind, . 


8. The first task of the Provincial Administra. 
tions as they enter into the new era of their history 
as Ministries of Local Government, will be to make 
arrangements ensuring the provision of non. 
personal health services in every part of the country 
through the establishment of local authoritie: 
wherever feasible, and through their own direc 
activity wherever is is not. Hitherto the establish 
ment of a local authority has frequently bee 
virtually fruitless, owing to the poverty of the 
inhabitants and the consequent inadequate incom 
of the local authority. But there is no reason why 
a sliding scale should not be devised whereby thi 
financially weak local authorities may be graded 
and may receive assistance on proportionally mor 
liberal terms than those which are strong. Wher 
these grants are likely to exceed the revenue raise: 
by the local authority, the Province might reserv 
the right to nominate some, or even the majority 
of the members. Di 


9. As has been pointed out elsewhere, the execu 
tive responsibility for the provision of essential ser 
vices such as water supply and sanitary removals 
necessarily falls upon the individual householder i: 
thinly populated rural areas. It is in areas of close 
settlement—rural areas becoming urbanised—tha 
the provision of essential services on a communit; 
basis becomes an economic proposition. It is thes 
areas which present the chief problem of loca 


‘ health administration; because many of the insani 
_ tary conditions which develop in them, have thei 


origin at a stage earlier than that at which it ha 


_ hitherto been possible successfully to establish an 


' form of local self-government. 


It is here that th 
Provinces have so important a function to fulfil 
Two Provinces have themselves recognised thi 
fact; and in consequence there has been estak 
lished in Natal the Local Health Commission, an 
in the Transvaal the Peri-urban Areas Healt 
Board; but such bodies are intended to pave th 
way for the constitution of orthodox local author: 


‘ties. 


/ 


10. The alternative to this would be to make us 
of the regional machinery of the National Healt 
Service. We feel that it is for the Provinces them 
selves to determine, possibly after experiment alon 
various lines, which! type of solution is best suite 
to the circumstances of each particular area, Th 
advantage of working through a regional*authorit 
would be that of simplicity and economy, where 
a Province which desired steadfastly to maintai 
its independence and individuality might prefer i 
own machinery. age 


11. Areas containing a considerable Nativ 
population require to be discussed separately 
There are several types :— : 

(i) Native Reserves vested in the Sout 


African Native Trust, in which some form < 
local self-government has been set up, such 
the Transkeian Territories General and Distri 
Councils, the General, District and Local Cow 
cils in the Ciskei and the Local Councils whic 
have been established in widely separated Natiy 
areas in other parts of the Union; 


(ii) Native Reserves vested in and adminis- 


tered by the South African Native Trust, in-_ 


cluding recently acquired Trust lands; 

(iii) Rural Areas such as unalienated Crown 
Lands. ef company farms ’’, ‘‘-labour farms”’, 
private locations, etc., where Natives are con- 
gregated as squatters or tenants, but are pre- 
| cluded from ownership or any real security of 
» tenure;. 

— (iv) Municipal Native Locations. 


12. Native Council Areas.—Since 1925, when 
Provincial Councils lost the right to levy direct 
ind differential taxation upon Natives, there has 
geen a perhaps natural reluctance on the part of 
he Provincial Administrations to spend money on 
ospitals or other services intended for the direct 
yenefit of their Native populations. In the same 
vay Divisional Councils have been disinclined to 
juild roads serving areas ,which have been acquired 
yy the South African Native Trust, because such 
ireas have thereupon been automatically freed from 
Divisional Council rates. 


ee 


make no such discriminations; 
ess necessary to note underlying differences of 
rinciple and to suggest appropriate adaptations 
f the machinery available. 


13. The Native Councils of the Transkei and the 
iskei have always shown a keen interest in health 
natters and have been generous (having regard to 
heir limited resources) in supporting hospitals in 
heir areas, although under no statutory obligation 
o do so. They have also pursued an enlightened 
yolicy in endeavouring to retrieve the grievous 
osses of productivity suffered by the Native 
teserves as the result of over-stocking, erosion, and 
as judged by their traditional standards) over- 
opulation. Agricultural schools have been estab- 
ished which endeavour to train young men as 
yeasant farmers, and as demonstrators of improved 
nethods of stock-raising and food production in 
Native locations. A notable feature at these agri- 
utural schools has been the organization of short 
courses for. Native women for instruction in the 
Jements of nutrition and simple household 
nanagement, as well as such matters as vegetable 
rrowing and the handling of pigs and poultry. 
We were informed that the response from the 
vomen who in some areas are banded together in 
arious types of improvement associations, has been 
nost promising. — 


14. From these remarks it will be clear tha 
here exists in this class of Native area a consider- 
ble body of enlightened opinion which may con- 
idently be expected to welcome and codperate with 
he work of the Health Centres and regional 
reanization of the National Health Service. The 
vidence of representatives of the Transkeian Ter- 
itories General Council at Umtata was to the effect 
hat if the Council were relieved of its contribution 
0 hospitals (principally Mission Hospitals), it 
vould gladly divert the saving to environmental 
health promotive services. 

15. While that spirit is cordially welcomed by 
the Commission, there is no hope that the revenues 
sf the Native Councils will be sufficient to meet 


more than a token share of the cost of the non-— 


in any full 


personal health services contemplated 
Broadly 


programme of national health service. 
speaking, the Councils 
schemes of local improvement (roads, bridges, 
afforestation, anti-erosion and the like) from a 
contribution of 10s. a year from each tax-paying 
Native male in their area; thus it is clear that 
the margin for non-personal health services would 
not be wide. 





lese services be met? It is improbable that the 


Obviously a national } 
vealth service for all sections of the people must | 
1 but it is none the’ 


16. From what source then should the cost of. 
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Provinces, which impose no direct taxation upon 
the Native Reserves, would be willing to shoulder 
the burden. There have in fact been many indica- 
tions from the provincial standpoint that the respon- 
sibility is regarded as national. Apart from their: 
value under the concept of segregation as the 
home of tribal culture, the Reserves are enormously 
significant in the economic field as reservoirs of 
unskilled labour. They are not equally distributed 
between the Provinces, three of the Provinces 
possessing large Reserves, and one hardly any. 
Thus the burden, if imposed upon the Provinces, 
would be unequally distributed; and more im- 
portant still, seeing that the labour derived from | 
Reserves in one Province is often employed in | 
another, the employing Province would enjoy. the 
productive value of the labour, while escaping the 
cost of keeping it fit. 


17. For these reasons it would appear not only 
convenient but fair to accept as a national responsi- | 
bility so much of the cost of non-personal health 
services in Native Reserves as is beyond the means | 
of the Native inhabitants. The acceptance of this 
proposition would obviate the need for any partici- 
pation by the Provinces in these areas, and it would 
then be simple for the regional organization of the 


National Health Services to carry out both personal 


and non-personal health services, much as if the 
Ministry of Health were also the Ministry of Local 
Government. The representation of the Native 
Affairs Department and of the Local, District and 
General Councils on Regional and Health Centre 
Councils would be a matter of simple arrangement, 
depending largely upon the stage of advancement 


- of local democratic institutions. 


18. Native Reserves administered by the South 
African Native Trust.—Most of what has been said 
above regarding national responsibilty for non- 
personal health services in Council areas, applies 
with equal, if not greater force, to those Native 
Reserves in which no form of local self-government 
has been established, and -which are administered 
by the South African Native Trust, through 
its own officials and through Native chiefs and 
headmen. In this case, the Trust, of its own 
initiative, employs agricultural and engineering 
staff which concern themselves with food produc- 
tion, communications, erosion, water supplies and 
estate management generally. Following the 
Transkeian precedent, it also establishes agricul- 
tural institutions, of which Fort Cox, visited in the 
course of our tour, is the outstanding example; 
and it has done admirable pioneer work in the field 
of Native nutrition. In collaboration with the 
education authorities, courses. of instruction have 
been organized for teachers in primary schools and 
school gardens have been established wherever 
conditions have been - favourable. Appetising 
vegetable dishes from ingredients produced by the 
children are prepared and eaten at the school, so 
that the children learn to enjoy vegetables as a 
variation from the staple diet of mealies. The free 
distribution of milk and oranges, produced on 
Trust property, is another indication that the 
regional organization of the National Health Ser- 


_yice, when it comes into being in these areas, will 


have to carry out their — 


find an enlightened and vigorous ally already at 
work. 


19. The Native Trust, however, like the Native 
Councils, derives its revenues (apart from special 
grants for special purposes) almost exclusively 
from Native taxation—a source already. exploited 
to the full; so that here also, and for, the same 
reason, it will be expedient for the greater part | 
of the non-personal health services to be provided 
directly by the National Health authority through 
its regional organization, and at .the cost of the 
national revenue. 
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20. The representation of official and Native 
interest will again require to be adapted to the 
particular area, the object always being to secure 
the informed coéperation of all who are in a posi- 
tion to help. 


91. Rural Natives outside Native Reserves:.— 


While there appear to be good reasons of principle 


and convenience for separating the Native, Reserves 
from the sphere of Provincial responsibility, 
nothing is further from our intention than to sug- 
gest that the Natives spread elsewhere throughout 
the length and breadth of the country, in_ large 
groups and in small, should be similarly excluded. 
These people are where they are by force of circum- 
stances: their tenure is often precarious, and never 
truly secure. Broadly speaking, their labour serves 
local needs, and they are part and parcel of the 
Province in which they are found. They cannot 
possibly be excluded from a national health organi- 
zation, and under the system which we have des- 
cribed they must be included and helped like all 
others who are in need of help. As in all other 
public undertakings in this country separate pro- 
vision for different races will often require to be 
made, the details varying in different parts of the 
country more or less in accordance with the racial 
distribution. 


22. Here again a Provincial Administration may 
find it convenient to ask the regional organization 
to administer non-personal health services, and 
occasionally projects may be mooted of a character 
which the Native Trust may feel justified in assis- 
ting; but we consider that just. as\ definitely as 
responsibility for these services in the Reserves 
should be national, it should be Provincial in 
respect of all other rural areas. 


23. Municipal Native Locations.—This type has 
been included in our analysis for the sake of com- 
pleteness; but little remains to be said on the sub- 
ject. Urban Native locations are legally and 
morally a responsibility of the Municipal Council 
concerned, and al] that is required is a liberal 
application of the principles laid ,down for all 
necessitous sections of the people. 


Tur SERVICES IN OPERATION. — ¢ 
Executive Personnel. 


24. The executive personnel would consist of 
medical officers, hygiene officers, health inspectors 
and health assistants. 


25. Medical Officers would probably be required 
only by the largest local authorities, and not 


necessarily even by them. The great expansion of 


personal health services foreshadowed in this report 
will make tremendous demands upon the medical 
manpower of the country, and it is doubtful 
whether there is justification for the employment 
of fully-qualified medical men as executive officers 
in respect of non-personal health services. 


26. They could, it is suggested, be replaced 
everywhere by what we have called ‘“‘ Hygiene 
Officers ’’’. The Report of the Committee on the 
Medical Training of Natives, where the course of 
training is fully described, supports the view that 
personnel with this training will be competent to 
undertake, in collaboration with other technical 
personnel, the oversight of non-personal health 
services. 


27. Health Inspectors have always been the front- 
line workers in the field of non-personal health 
services. The title ‘‘ Inspector ’’yis a little un- 
fortunate, as it suggests an inquisitorial attitude 
which is never that of an efficient health inspector. 
He is rather an adviser and guide, and very often 
an executive officer, for example in the carrying 
out of a service such as the conversion of town 


wastes into compost (in which health inspectors in~ 


several parts of the country are doing admirable 


pioneer work), the administration of public 
abattoirs, or of a service such as the prevention of 
mosquito breeding. The effective sanitation of any 
area requires the constant vigilance of the health 
inspector. It is his trained and experienced eye 
that can detect the incipient threat to public health 
before it has become a ‘‘ nuisance *’ obvious to the 
layman, and his technical knowledge and tact can 
bring about a remedy before any harm has been 
one. ; 


28. Health Assistants, usually non-Huropeans, 
are men of lesser training working under the direc- 
tion of health inspectors, their knowledge of 
Native vernaculars, customs and outlooks being of 
special value. | 


iy / 
Housing. 


29. Housing schemes are at present controlled by 
the Central Housing Board as to technical details, 
the function of the Province being limited to that 
of considering the application of a local authority 
for funds and, if approved, of transmitting the 
loan from the Treasury to the local authority. 


30. In regard to the financial aspects, the present 
procedure is that the Treasury makes available to 
the Administrator of the Province the capital sum 
approved by the Central Housing Board, on the 
basis of its examination of the technical aspects 
of a housing scheme put up by the local authority. 
The Province, if it is satisfied as to the financia: 
ability of the local authority to carry the scheme. 
passes on the loan. It must be remembered that 


it is a loan, not a grant. 


31. The approval of a central Governmen: 
authority—the Central Housing Board—is neces. 
sary in order that Government funds may not be 
dissipated in schemes which are unsound techni. 
cally. The Government, however,,relies upon the 
Administrator to guard it against the possibility 
that the loan itself may be lost if passed to a loca. 
authority which is unsound financially, or in 
capable of successfully managing the housing 
scheme after the houses have been built.. In sub. 
economic schemes the central authority contribute: 
24 per cent.—its loss on the interest on the capita. 
issued; and the local authority however small ha: 
to contribute another 14 per cent. It has repeated] 
been submitted to us that even this small com 
pulsory loss has often~stood in the way of th 
adoption of sub-economic housing schemes by loca! 
authorities whose residents are undoubtedly iu 
need of them. Many local authorities claim tha 
they lose much more than the statutory 1} per cent 


32. The latest proposal of the Union Govern 
ment is that the loss should be divided betweer 
itself and the local authority in the ratio of tw 
to one. This would mean that in the event of any 
total loss of more than 3? per cent. per annum th 
local authority would still lose more than 1} pe 
cent. If, as has just been stated, even this figur 
acted as a deterrent to local authorities in th 
past, the question may well be asked whether th 
national schemes will solve the problem. More 
over there is a .very important rider attachec 
to the latest scheme, in that the houses to be buil 
under it are likely to become the property of th 
National Housing Corporation instead of, as hither 
to the local authority. Complex administrativ: 
difficulties are likely to arise from the situatio1 
whereby the local authority has to supply suel 
essential services’ as roads, street lighting, wate: 
and sewerage to houses owned by an authority othe 
than itself. We suggest that the Provinces shoul 
allocate some of the funds available to then 
through their release from responsibility for hos 
pital services, to this great basic health service. 


33. As pointed out above, the Province is alread 
the channel through which the central Govern 
ment makes available to local authorities th 
housing loans approved by the Central Housings 


‘ 
—. 


a 


Board. It would, therefore, be quite simple for 
the Province to add its contribution. There is no 
reason why the Province should not vary the 
extent of the help which it provides to local 
authorities, taking into account, as it is in the best 
position to do in its capacity as Ministry. of local 
government, the needs and the financial resources 
of each local authority. 


84. As the law stands today, there is nothing 
to prevent the Provinces from contributing towards 
housing loans, which is the pith of these proposals. 


30. The present Housing Act would require 
amendment if any Province desired—a desire which, 
according to Press reports, the Natal Province 
has recently urged upon the central Government 
—to establish its own Provincial Housing Board. 
Incidentally, such a move is in general conformity 
with our recommendations. 


_ 36. The main principle in our proposals is that 
the Provinces. having been relieved of all responsi- 
bility for personal health, services (chiefly hos- 
peatals) shall become executive and administrative 
authorities in respect of all non-personal health 
services. Housing is one of the chief of these; 
and just as we have insisted that hospitals, one of 
the chief personal health services, must be assigned 
in future to the authority controlling all other 
personal health services so would it be-perfectly 


logical, having assigned to the Provinces the. 


responsibility for non-personal health services, for 
them to make their own arrangements in connec- 
tion with housing. 


37. The Provinces will assist local authorities by 
siving them cheaper money, and, not necessarily 
in all cases, by giving them money at no interest 
at all. Thus instead of having to borrow money at 
say 4 per cent. on the open market, as they must 
at present, for capital schemes other than housing, 


local authorities will, where and when necessary, | 


be able to obtain capital at lower rates of interest, 
even sub-economic such as 1} per cent., the Pro- 
vince bearing the loss. Housing schemes would 
not, of course, be restricted to urban local authori- 
ties, but would be provided in rural areas wherever 
the provincial authorities deemed it necessary. In 
some of these the Province, as residuary local 
authority, would in any case bear any loss not 
borne by the central authority. Help could be 
afforded even to individual farmer or bywoner— 
a revival cf the Rural Housing Scheme which 
lapsed several years ago—possibly through the 
agency of an ad hoc Board or Committee. Similarly 
farmers could be assisted in the provision of 
housing for their Native labourers. 


88. There is alsc room for improvement in the 
loan policy for the economic groups. For instance 
10 per cent. has to be found by a person desiring 


-aloan. This is beyond the means of many, and we 


have it om record that the Durban Corporation has 
given loans with as low a deposit as £5 and they 
report that that has been successful. 


ENVIRONMENTAL HEALTH SERVICES. 


39. In addition to technical advice and guidance 
in respect of water supply and sewerage schemes 


undertaken by urban local authorities, the Province 


should make available, particularly to small strugg- 
ling local authorities, capital loans on easy, even 


sub-economic terms; and should promote coopera- 


tive schemes between adjacent urban local 
authorities—although it should be noted that, unless 
the several ‘authorities concerned are fairly close 


to each other, or where mains from the sources of 
supply pass near to a second local authority, there 


is not necessarily any economic advantage from a 


~ eombined water scheme, as the costs of distribution 


may more than balance the saving on the primary 


works. Jn rural areas the Province itself would 


a 
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establish such schemes, where communal supply is 
an economic proposition; and in the sparsely- 
populated areas might give assistance to individual 
householders and farmers in the form of loans or 
grants, or perhaps the supply of certain materials 
at cost price, for the construction of safe wells, 
septic tanks and septic pits. 


40. In connection with water supplies and. sani- 
tation, may be mentioned the importance of pro- 
viding good services at the road camps which will 
undoubtedly be a feature of post-war provision for 
the recreational needs of the people. This too is 
appropriately a duty of the Provinces, which main- 
tain the roads. 

41. The provision of swimming baths in semi- 
rural areas is also more than merely a matter of 
providing recreational facilities; it is closely bound 
up with the question of bilharzia prevention. 


42, Yet another link between health and the 
group of services under discussion is that which 
relates to vegetable production in small towns and 
locations, through the use of compost derived from 
town wastes including sewage, and the use of 
public water supplies. 


43. The control of fresh food production, 
especially meat and milk, and the distribution of 
all foodstuffs offered for sale, is another very impor- 
tant non-personal health service at present virtually © 
confined to urban local authorities. Under the new 
regime the whole of the rural areas would be 
covered as well. Here there would require to be 
coéperation between the National Health Service, 
operating through its Health Centres and the local 
non-personal health services. The latter would be 
responsible for inspection and control of premises, 
for meat inspection and for taking samples of food- 
stuffs. The former would be responsible for the 
clinical, including bacteriological, examination, 
both of the food-handling personnel sent for 
examination by the inspectors, and of samples 


collected by them. It is suggested that both should 


be free services—that is, no charge should be made 
by the National Health Service to the local authori- 
ties or the Province acting as local authority, with 
the proviso that the number of bacteriological 
examinations of food samples would be limited 
along lines to be determined—say so many examina- 
tions per annum per 1,000 population in the area. 
The local authorities would thus become_ the 
authorities administering those parts of the Food, 
Drugs and Disinfectants Act relating to foodstufts ; 
but the National Health Service would be the 
inspecting authority for drugs, including the in- 
spection of chemists’ shops. 


44, The general sanitation of premises—back- 
yards, shops, public places and buildings, etc.— 
including the control of animal vectors of disease 
(flies, mosquitoes, rats, etc.) and the prevention 
of the pollution of water supplies, would be a func- 
tion of the non-personal heaith services, carried out 
from day to day by their inspectoral staff. Here 
again, there would be inter-relationship with the 
National Health Service. The latter would under- 
take the bacteriological examination of water sup- 
plies, and perhaps the identification of mosquito » 
larvae, for the reason that the National Health 
Service will have at its command laboratories, 
whereas it will not be possible for many local 
authorities to provide laboratory services. More- 
over. the examination of samples of milk, water 
and so forth will afford the National Health Service 
a means of detecting at once any defects in non- 
personal health services. 


45. The disinfestation and disinfection of buildings 
will be a function of the non-personal health ser- 
vices; but the disinfestation and disinfection of 
persons and clothing will be a function of the 
National Health Service at its infectious diseases 
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hospitals and health centres. For the purposes of a 
strict division of functions if a case of infectious 
disease were detected by the National Health Ser- 
vice, either through a Health Centre or through 
the ‘domiciliary services based on Health Centres, 
or suspected by a health inspector, there would 
follow immediately a joint investigation by repre- 
sentatives of the National Health Service and of 
the non-personal health services, the former 
dealing with the human suspects and contacts 
and the latter with the non-human vehicles of infec- 
tion, and they would furnish a joint report to both 
the Chief Medical Officer of the Health Centre, and 
the local Health Officer (an official of the non- 
personal health services). When dealing with 
border-line cases, in practice, however, it seems 
probable that in order to economise staff, give-and- 
take delegations of function would take place by 
mutual agreement between the two authorities, and 
it would be arranged for one or the other to dis- 
charge the duties of both. 


INSPECTION. BY THE NATIONAL HEALTH SERVICE, 

46. As has just been indicated, mechanisms for 
peripheral coéperation in relation to day-to-day 
services will be established, and it will be one of the 
chief duties of the administrative officers of both 
sets of services to ensure that these mechanisms are 
promptly and effectively utilised. In addition, the 
National Health Service will have inspectoral 
powers and advisory functions in relation to non- 
personal health services, assigned to it by the 
National Health Act. 
advice whenever requested, and will have a statu- 
tory right at any time to inspect the services con- 
ducted by local authorities and the Provinces in 
their capacity as local authorities. Inspections 
carried out. by the inspectoral staff of the National 
Health Service are not to be confused with services 
carried out, and inspections made, by the health 
inspectors of the non- personal health services. The 
latter will be carried out on a routine basis from 
day to day, or at least as often as necessry in the 
interests of continuous efficiency. The former will 
be occasional, serving as a periodic check-up on 
the standard and efficiency of the work of the 
routine service. Inspections of local authority areas 
will be made on a routine basis at prescribed inter- 
vals, but special inspections will be made at any 
time, particularly when findings at the Health 
Centres indicate some failure in these services. 


47. It rem to be pointed out that the 
Provinces, through their control of roads and ‘of 
school education services, have much to do with the 
promotive health services in other spheres as well. 
Health education and school feeding are important 
services which they should develop. 
important in facilitating transport of foodstuffs, 
particularly perishables, and in making more easily 
available curative personal health services in times 
or urgent necessity. 


48. It will appear from the proposals of this 
chapter that the ultimate peripheral executive units 
in regard to non-personal health services—the local 
authorities, whether elected or appointed or mixed— 
are to be subjected to dual control. That is so, and is 
the unavoidable consequence of the decision not to 
transfer to the Ministry of Health the functions 
of the Provinces as Ministries of local government. 
We agree that the ideal arrangement is one in which 
the two Ministeries are combined; but we do not 
think it expedient to press for this change. Those 


It will furnish technical. 


Roads are 
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to improve them. As far as the provinces are con- 
cerned, the failure has been caused to a certain 
extent by their preoccupation with hospital services. 

The absorption of so great.a part of their budgets 
by this and the educational services has operated to 
the detriment of potential assistance to struggling 
local authorities in respect of non-personal health 
services. 


49. Having made this diagnosis, our proposed 
remedy is logical. It is to solve the financial 
difficulty, rather than to alter thé Constitution. We 
leave the Provinces as Ministries of local govern- 
ment, but by relieving them of hospitals, we give 


them a chance to carry out that function more 


who keenly advocate it assume that the chief reason - 


for the failure of the local authorities to improve 
their non-personal health services is that the two 
Ministries have not been combined in the.past. We 
do not agree with this diagnosis. The chief reason 
has not been so much the failure ‘of the local 
wuthorities to appreciate the importance of non- 
personal health services, as their financial inability 


-not be any substitute for the detailed day-to-day — 


effectively than before—through financial assistance 
to local authorities in respect of non-personal health 
services. . 


50. At the same time the supreme health 
authority, the National Health Service, is not left 
out of the picture. As the chief guardian of the 
nation’s health it cannot be left out. We assume, 
however (and in the’ light of the evidence received 
on our tour of the Union the assumption is fully 
justified), that there is so widespread a recognition 
on. the part of public authorities and of the general 
public of the vital importance to health of the 
basic promotive and protective health services, 
that, once the financial problem has been solved, 
as we claim it is solved by our proposals, there will 
be no lagging behind in the development of the 
non-personal health services. ‘This means that the 
National Health Service, although the final 
authority, will rarely be called upon to go beyond 
its advisory capacity. 


51. The Provinces will control the pee 
authorities, assisting and guiding them in regard 
to the financial and technical details of local 
schemes for water supplies, sewerage, and ‘so forth. — 
The Provinces themselves will be willing enough 
to consult the central research divisions of the 
National Health Service with regard to technical 
details especially those related. to “bacteriology and 
the other medical sciences. 


52. The réle of the National Health Service will 
be mainly consultative and advisory, not only in 
the respect just mentioned but also in regard to. 
priorities for the non-personal health services. For 
example, if in a given area it is found at the 
Health Centres that waterborne diseases are more- 
widely prevalent than tuberculosis or malnutrition, 


the Province and the local authorities concerned - 


will be so advised; in order that the emphasis of 
the local or area programme of non-personal health 
services may be laid upon the provision of pure 
water rather than upon housing or of ig 
feeding schemes. 


53. Further, the National Health Service will 
have an inspectoral and occasionally an executive | i 
réle to fulfil. In the non-personal range of services” 
it will be executive in the Native Reserves ; andg 
may become so— =! | 


(a) in certain emergencies where the health o: yf 
the public. is seriously endangered by the con- 
tinued. default of a local authority, and q 


(b) at the request of the Province, for reason : 
of local or regional convenience, as indicated | 
earlier in this chapter. of 


It will also periodically inspect the areas of 
both elected and appointed local authorities in 
order to check up on the. general efficiency and | 
adequacy of the non-personal health services. This 
will amount to a periodical stocktaking. It will © 



















control—the health inspector on his rounds—of — 
environmental hygiene maintained by the focal 
authorities; nor for the general financial and tech-_ 
nical contro] exerted continuously by the Province 






in its capacity as Ministry of local government. It 
must always be remembered that in the latter 
capacity the Province exerts control over many 
other aspects of local government as well as non- 
personal health services; the latter is. merely one 
of the functions in regard to which it exercises 
Benirol: and the others do not fall within the pur- 
vrew of the National Health Service at all. It is 
hoped that the foregoing explanation of the system 
of dual contro] will effectually allay any fears that 
the local authorities will suffer from too much 
interference from above. — 





CHAPTER XXXIV. 


VOLUNTARY ORGANIZATIONS AND THE 
NATIONAL HEALTH SERVICE. 


_1. In previous chapters it has been indicated 
that’. the «various voluntary organizations have 
assisted considerably to improve the standard of 
health in this country. Many of them have a 
wide sphere of activities, including the establish- 
ment of clinics, maternity homes, private hospitals, 
and the administration of hostels and institutions 
for children and for the aged, and for low wage 
earners. In this connection, the four Vrouevereni- 
gings were the pioneers, having been in the field 
since 1902. 


2. Reference must be made to the extensive social 
welfare programmes carried out by the Churches. 
Although, generally speaking, the Churches are not 
specifically social work agencies, the Dutch Re- 
formed Church has set up special machinery, the 
Armesorgraad, which deals with social welfare and 
devotes mych time to health problems. Its 
activities include the training of church welfare 
workers, the provision of education for. the 
physically-handicapped, institutional facilities for 
dependent children, the socially-handicapped, and 
the aged, as welll as family welfare and poor relief. 
The Church-State scheme for the employment of 
the poor and the semi-fit was brought into being 
when the value of the codperation of the Church 
was realised. Where such codperation was 
effective in the past, even greater beneficial results 
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may be expected in a nationally-organized scheme , 


of a more comprehensive nature. 


3. It is impossible to estimate the value of the 
work of the various organizations by simply con- 
sidering the sums of money spent by them. The 
hours of devoted service rendered by hundreds of 
workers in a voluntary capacity must be borne in 
mind. In a young country such as ours, which is 
still very poor, this unselfish service is of the 
greatest importance. Many of the services per- 
formed by the Union Government, the Provincial 
Councils and local authorities today, have come 
into being as the result of the successful progressive 
health work carried out by voluntary effort. It is 
sufficient here to mention child welfare activities, 
the provision of dental clinics for the less privileged 
members of the community, and the means of com- 
bating tuberculosis. 


; : 

4. The field of social activities has increased to 
such an extent that it is impossible for voluntary 
organizations to cover it all. The expansion has 
been so rapid and the amount of money required 
so large, that in most cases ever an increased 
subsidy by the State would not make it possible to 
collect the large additional sums required. The 
activities of the State will, therefore, have to be 
extended towards assumption of full financial 
responsibility for essential services—for example, 
those district nursing services today controlled by 
the Provincial bodies of the Federale Vroueraad 
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or the King Edward VII Order of Nurses, and 
subsidised from public funds, may well be taken 
over completely. 


It is conceivable that such institutions as the 
‘* Bond van Afrikaanse Moeders’’, a maternity 
home conducted by the Suid-Afrikaanse. Vroue- 
federasie; ‘‘ Moedershulp ’’, a similar institution; 
‘“ Die Suid-Afrikaanse MHospitaal’’ and others, 
may elect to carry on as in the past. 


6. Those voluntary organizations which will have 
been relieved of their major financial burdens will 
be in a position to give the State and the com- 
munity the full value of their experience and 
knowledge and by so doing will be able to devote 
much time to constructive planning. Their 
assistance will be of great value in building up the 


National Health Service. 


T. In order to secure their codperation in an 
effective way, it would be necessary to give them 
representation wherever possible on the various 
governing bodies right from the periphery to the 
National Health Council. This representation will 
have significant results because it will lead to an 
ever-widening sphere of interest in all health and 
welfare matters. These organizations have access 
to the people and penetrate right into the heart of 
family life, not only in the urban areas, but also 
in the remote rural parts. It will help considerably 
towards building up a service for the people by the 
people. 


8. As the National Health Service is gradually 
brought into being, it will be advisable to take 
steps to correlate all voluntary activities. 


9. The field of activity awaiting them is vast 
and every encouragement should be given to the 
organizations to come forward, ‘by offering them 
facilities and, in some cases, financial or other 
support. — 


10. The following are a few suggestions indi- 


‘cating the way in which voluntary effort may be 


of great assistance to the National Health 
Service :— 

(i) Provision of amenities in hospitals—e.g., 
libraries, games, ward concerts, etc., can be 
organized. Churches and religious orders should 
be encouraged to make arrangements for reli- 
gious services, etc., in every hospital in the 
country. The visiting of the sick—particularly 
those who are lonely and without friends—is 
a.valuable service. This type of work cannot 


possibly be undertaken by the State. 


(ii) Assistance could be given in nursing at 
convalescent and chronic sick homes where less 
highly-trained staff is required. Such bodies as 
the Red Cross Society and the Order of St. John 
might be asked to be responsible for the service. 


(ii1) ‘‘ Driving-out ”’ services at hospitals and 
homes: change of air and scene would greatly 
add to the value of the treatment the patients 
have to undergo. During war-time, Rotary 
Clubs, Toc H, and other voluntary organiza- 
tions have been rendering service of this nature. 

(iv) Provision of domestic helps during ill- 

. ness or confinement of housewives would meet 
a very urgent need. ; 


(v) Organization of school feeding: Commit- 
tees of parents, under the guidance of a recog- 
nised voluntary society, could arrange this ser- 
vice. It would include the actual preparation 
of meals. 

(vi) Arrangements for the distribution of milk, 
oranges and. other fruit to mothers, non-school- 
going children, invalids, ete., in the poorer 
quarters of industrial centres ; 

(vii) Organization of vegetable 
clubs; 


and other 
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(viii) Provision of meals to needy tubercular 
patients or contacts ; fis 

ix) Provision of portable wooden huts (8 ft. 
by 6 ft. by 8 ft.) for the use of tuberculotics in 
back gardens might be undertaken by voluntary 
effort, until such time as these are provided by 
the National Health Service itself. 

(x) Coédperation with social workers, district 
nurses, health visitors, etc., especially in the 
rural areas; 

(xi) Canvassing for blood donors. in connec- 
tion with the Blood Transfusion Service; 


(xii) Rendering assistance in connection with | 
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occupational therapy—as was done so splendidly 


at some military hospitals. 


(xiii) Assistance in the large field of health | 


education. 


11. In a comprehensive Health Service such as 
is visualised, there will be a very responsible task 
for the voluntary organizations, which must exist 
side by side with State services, supplementing 
one another in a planned and coérdinated way. 
Especially in the early stages, the established con- 
tacts and confidence of needy groups already won 
by voluntary organizations, may be of great value 
in bringing skilled help to those who need it most. 


PART. V. 


Measures for Implementing the 
National Health Service 


CHAPTER XXXV. 


ADMINISTRATIVE MEASURES. 

1. Part IV of the report has explained the 
organization of the National Health Service and 
its ancillaries when in full operation. Many 
changes in the administration of health services in 
the Union are therein adumbrated. The present 
services carried out by a welter of central, pro- 
vinecial and local authorities, hospital boards, 
benefit societies, voluntary organizations, missions, 
employers of labour, some 2,000 doctors, many 
dentists and other professional men and women in 


private practice—are to be welded into a single - 


national service under unified control. It is plain 


that such a change cannot come about without , 


much detailed planning; and many important and 
interlocking negotiations with the various interests 
at present concerned with the financing, admini- 
stration and execution of health services. 


2. The period required for this preparatory 
planning and negotiations will be referred to as 


the “ TRANSITION ” PERIOD. The main pro- 


posal of this chapter is that a special ‘‘ TRANSI- | 


TION ’” COMMITTEE should be set up to under- 
take the planning and the negotiations during this 
period. 


3. There is a further reason for the establish- 
ment of such a Committee, arising out of the 
following circumstances. During the course of the 
Commission’s work, ‘after it had completed its 
survey of the health needs and services of the 
Union and had already decided upon the main out- 


lines of its report, we were approached by the. 


Minister of Welfare and Demobilisation with an 
view to his making some special provision on the 
Parliamentary Estimates for 194445, for the pur- 
pose of making a beginning with any national 
health scheme. The Commission welcomed this 
approach, for we were gravely concerned with the 
urgency of the needs revealed in the evidence 
submitted to us and by our own direct observa- 
tions; and we were anxious for immediate action to 
relieve the dire situation in so many areas. 


| the Estimates of Expenditure for 1944-45, for thi 
' establishment of Health Centres as the foundati 
-and forerunner of a national health service, 1 












4. It seemed clear that, pending a comprehensi 
solution of the complicated administrative ane 
constitutional problems involved in the establish 
ment of a national health service embracing eve 
aspect of the health needs of the people, first ste 
could at once be taken without prejudicing ulti 
mate judgment on the controversial issues involved 
Accordingly, the Commission recommended to tl 
Minister that financial provision should be made o: 


accordance with the modern conception 
‘* Health ”’. 
5. In making this recommendation, it w 


emphasised that the organization and administré 
tion of this special Health Centre Service was t 
be in conformity with the principles to be lai 
down in the report, when it became available. 


6. The response of the Minister and*the Cabine 
to these recommendations, was expressed in th 
budget speech in the House of Assembly on th 
24th February, 1944 by the Honourable the Mini 
ster of Finance, as follows :— t 

‘The National Health Services Commissi6i 
has not yet completed its very important task no 
will it report this Session. JI have, howeve1 
discussed with the Commission the possibility o 
taking some small steps even now towards th 
initiation of the National Health Service 
Scheme. It has been suggested that we shoul 
proceed forthwith with the establishment c 
Health Centres. Such centres might be regarde 
as serving as the foundation of the Nationa 
Health Service which is being devised. The 
will express the modern conception of healtk 
inasmuch as the service rendered will cover th 
promotion of health, the prevention of disease 
and the treatment of disease. They will als 
be so situated as to serve those groups of th 
population which need the service most. I 
recognition of the urgency of the need, and as a 
earnest of our intention to proceed with th 
wider scheme which will be decided upon in th 
light of the Commission’s report when availabl 
we have decided to act on this suggestion. I 
view of personnel and other difficulties it wi 
not be possible to proceed as fast as we woul 
like. A sum of £50,000 will, however, be pre 
vided for next year.’ 


sec 


7. The Commission desires to\express its appre 
ciation to the Government for its gesture in makin 
this sum available; and more particularly for th 
Honourable the Minister’s statement to the effec 
that this was to be regarded ‘‘ as an earnest of ov 

/intention to proceed with the wider scheme whie 


pe be decided upon in the light of the Con 


mission’s report when available’’. It is thi 
* assurance which has encouraged us to make th 
definite proposals contained in this chapter regart 
ing the administrative measures to be instituted 1 
pursuance of that wider scheme. ae 


8. It is clear from the Minister’s speech, an 
clear in the mind of the Commission, that, althoug 
two or three Health Units have been established b 
the Department of Public Health during the pa 
four years, the new Health Centre Service provide 
for in the current estimates, is to be regarded ¢ 
the first instalment of the National Health Servic 
of the future,rather than merely an expansion ¢ 
a service supplied by the existing Department 
Public Health. As such, the new service shoul 
be placed under the special administrative care ¢ 
the same Committee as that proposed for th 
handling of the other issues related to the initiatio 
of the National Health Service, so that its develoy 
ment may be in accordance with the principles lai 
down in this report. . 


: , 


. | 

_ 9. Administrative machinery, then, must be set 

up for the dual purpose of— 

: (a) organizing and codrdinating the pro- 
gramme of Health Centres to be set in motion 
in 1944; and 


(b) preparing the way for the National Health 
‘Service as proposed by the Commission in this 
report. 


We have already suggested that this machiner 

should take the form of a ‘‘ TRANSITION ” 
COMMITTEE,. whose very title is indicative of its 
essential task—the bridging of the transition 
period between the present regime and that of the 
National Health Service. 


10. This Committee should be something more 
than merely a new section or division within the 
existing Department of Public Health. If it were 
such, it might be more concerned to vindicate the 
past and present policies of the Department, and 
to formulate plans for the future with a stronger 
desire to preserve continuity with the past, than 
to give full expression to the wealth of new con- 
cepts which must mould the health practice of the 
future. The Committee should thus have an 
entirely independent status insofar as the devising 
of administrative arrangements is concerned, and 
in regard to the practice of the Health Centre 
Service which it will direct. " 


11. The Committee should be as small as is com- 
patible with obtaining a wide range of experience 
and knowledge among its members. It should 
meet very frequently and should have at its dis- 
posal a small whole-time staff, both technical and 
clerical. 


12. The personnel of the Committe should include 
individuals with experience of town and country 
general practice, and of public health*administra- 
tion both at the centre (Union Department of 
Public Health) and at the periphery (local authori- 
ties). The changes brought about by the institu- 
tion of a National’ Health Service will profoundly 
affect the nature of general practice, so that it 
would be of the greatest advantage te have on the 
Committee those who in their own _ personal 
experience combine knowledge of both types of 
practice. 


18. In view of the delicate nature of.the negoti- 
ations and the far-reaching nature of the prepara- 
tions which will be undertaken by the Committee, 
it is suggested that a Minister of the Crown, with 
the authority which he possesses and with the ready 
access he has to the Cabinet for advice and 
guidance in the various difficult issues with which 
the Committee will be confronted, should, if pos- 
sible, himself undertake the chairmanship of the 
Committee. It is of course appreciated that the 
negotiations, the various surveys, the preparation 
of enabling legislation and the actuarial estima- 
tion of the financial inplications, will necessarily 
constitute a serious drain upon the time and energy 
of the Minister. On the other hand, his close 
association with the numerous activities, proceeding 
throughout the period of preparation, would 
facilitate the change-over from the present arrange- 
ments to the Ministry of Health as visualised in 
this report, which eventually is to come under 
his direction and control. 


14. It is further recommended that the Secretary 
for Public Health should be appointed Liaison 
Officer between the Department of Public Health 
and the Transition Committee. This arrange- 
ment would ensure the link between the present 
administration and the future organization. 


15. The functions of the Committee have already 
been indicated in outline. They will now be dis- 
cussed more closely—first, in relation to the Health 
Centre Service; and second, in relation to the 
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preparation for the entire range of services which 
will constitute the ultimate National Health 
Service. 

The Health Centre Service. 


16. This service, although destined for incor- 
poration into the National Health Service, of 
which indeed it will form the foundation, will be 
established in advance of the full Service by purely 
administrative process in the first instance. The 
legal authority for its establishment in this manner 
is to be found in Section 3 of the Public Health 
Act, in which it is laid down as one of the func- 
tions of the Department that it shall ‘‘ promote the 
public health ”’. Thus, although the detailed con- 
trol of the Health Centre Service will lie with the 
Transition Committee, the expenditure upon it will 
be met from the: Public Health Vote, as already 
provided by Parliament. 


17. In deciding the location of the new Health 
Centres the Committee should have regard to the 
evidence furnished to this Commission, to the 
findings and recommendations of this report, to 
any representations which may be made to it by 
responsible individuals, private organizations and 
public bodies, to the records of the Department of 
Public Health regarding health conditions in 
different areas, and to the opinions expressed by 
officers of that Department. 


18. Each Health Centre should be a self-con- 
tained unit under its own local administration—a 
medical officer in charge, advised and assisted 
wherever possible by a local committee—and should 
be staffed and organized along the lines recom- 
mended in this report. There should be consider- 
able elasticity as to organization and methods, and 
it is.to be anticipated that different techniques of 
approach to health needs will be evolved to suit 





‘the widely varying conditions in the Union. 


19. The Transition Committee should keep in 
very close touch with the developing Health 
Centres, not only by means of written reports, but 
also by means of visits, to, and discussion with the 
local staffs and local advisory committees. The 
successes and the failures of these pioneer Health 
Centres in different parts of the country will afford 
a valuable guide in formulating the plans for the 
complete national health service. 


20. The existing Health Units—Polela. Bush- 
buckridge, Umtata—should be incorporated in the 
Health Centre Scheme. Further, negotiations with 
the various responsible departments and authorities 
should be instituted by the Committee as soon as 
it is established, with a view to the incorporation 
of the Health Unit at Karatara, and the Health 
Centres of the University of the Witwatersrand at 
Alexandra Township and at Fordsburg. It may 
well be that these older established units will 
serve as a training ground for personnel for the 
newer Centres, and ultimately for the national 
service. ‘ 


21. It will be vital to the success of the Health 
Centre Service that the best type of personnel be 
attracted to it. The Committee should spare no 
effort to this end. Owing to wartime restrictions 
upon appointments to the public service, appoint- 
ments should be advertised on a temporary whole- 
time basis, but the terms of service should be 
generous, it being understood that all appoint- 


ments will be reviewed when the National Health 


Service comes into being. 


Preparation for the National Health’ Service. 


22. Preparation for the full National Health 
Service will involve negotiations with a great 
variety of public authorities and private agencies, 
as to the terms of transfer of services from their 
control to that of the new national authority, and 
with the several professional organizations, as to 
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the conditions of service under the new regime. 
Simultaneously—although finality in these regards 
will not be possible until the foregoing negotia- 
tions have been completed—the Committee will be 
preparing the plans described in this report for 
the administrative, legislative and financial 
measures which will require parliamentary appro- 
val before the National Health Service can be 
inaugurated. 


23. Negotiations with public authorities would 
include the following :— 
(1) With Central State Departments : 
_ (a) Department of Social Welfare regard- 
ing— 
(i) Social. Welfare Services, including 


_subsidised nutrition, linked with hospitals . 


and health centres; 

(ii) Medical services at institutions under 
the administration of the Department (homes 
for children in need of care and for the 
socially maladjusted) (Settlements for the 
aged and semi-fit) ; 

(iii) Rehabilitative services (training 
colonies, in collaboration with Departments 
of Education and Labour). 

(b) Department of Native Affairs regard- 
ing— 

(i) Mine hospitals and other health ser- 
vices provided under the Native Labour 
Regulation Act; 


(ii) Health services provided in Nur 


locations under the Native (Urban Areas) .« 


Act; 

(i111) Health Services provided, by South 
African Native Trust and Native Councils— 
grants to mission hospitals and rural district 
nursing services; grants for nursing train- 
ing. Non-personal health services in Trust 
Reserves (see Chapters 25 and 33). 


(c) Department of Labour regarding— 


(i) Medical services to injured. workmen 
under the Workmen’s Compensation Act; 


(ii) Industrial hygiene and welfare under 


the Factories Act; 
(111) Schemes for rehabilitation of injured 

workmen. 

(d) Department of Mines regarding the 

medical services provided under the Miners’ 

Phthisis Acts. | 

(e) Department of the Interior regarding 
medical services provided by the Indian Immi- 
gration Bureau. 

(f) The Railways and Harbours Administra- 


tion regarding— 


(i) Incorporation of the South African 


Railways and Harbours Sick Fund; 
(11) Railway Health and Housing Ser- 
vices. 
(g) Department of Defence regarding trans- 
fer of military hospitals and laboratories. 
(h) Department of Education regarding— 
(i) National Council of Physical Educa- 
tion ; 
(ii) Training of technical personnel. 
_ (2) With Provincial Administrations regard- 
tng— 
(a) Transfer of public hospitals of various 
types; 
(b) Transfer of school medical services inclu- 
ding Dental Clinics; 
(c) Transfer of pauper medical relief—in 
Natal only; 
(d) Transfer of district nursing services oe 
sidised or maintained by Province itself or 
through hospital boards; 
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(e) Transfer of other personal health ser- 
vices ; 

(f) "Nutrition and health education services 
to be maintained by Provinces but supervised 
by National Health Service under the new 
regime ; 4 

( q) Tnter- relationships between the admini- 


stration of non-personal health services and 
the National Health Service. 
(3) Wrth local authorities regarding— 

(a) Transfer of personal health services— 
Infectious Diseases Hospitals, Maternity and 
Child Welfare clinics, Venereal Diseases and 
Tuberculosis clinics, polyclinics, dental clinics, 
domiciliary services, etc. 

(b) Inter- relationships between non-personal 
health services and the Netonae Health Ser- 


vice. 


(4) With private and voluntary organizations 
regarding the ‘incorporation into or supervision 
by the National Health Service, of services pro- 
vided by them— 

(a) ‘Proprietors of private hospitals and 
nursing homes conducted for gain; ; 

(b) Missions, regarding mission hospitals 
and district medical services and ues 
training ; ee 

(c) Owners of mine hospitals; ) 

(d) Mediéal benefit and fuente societies ; 

(e) South African Red Cross Society regardg 
ing health education ; 

(f) The various National Voluntary Greagm 
zations, including the National Women’s 
Organizations. 

(5) With professional organizations regardin 
conditions of service within the National Health 
Service— 


an Aegeo Association of South Africa 
B.M.A 


> 


1h 


iden South African Dental Association ; 

(c) South African Trained Nurses’ Associa- 
tion ; " 
ae South African Health Officials’ Associa- 


unis Sdotth African Society of Piyptherta 
pists ; 


(f) Pharmaceutical Society of South Arrices 


(6) With the South African Medical Council, 
the Universities, Technical Colleges and the 
South African Institute for Medical Research 
regarding the training of technical. personnel for 
the National Health Service. . 


24. Planning for the financing of the National. 
Health Service will require constant consultation | 
with the Government actuaries, with Treasury 
officials and maith the Social and Economic Plan- 
ning Council. 7 


25. Framing of draft legislation will require contd 
sultation with the Government law advisers, and 
with the Public Service Commission. | 


26. Very special attention should be paid by the’ 
Committee to the provision of personnel, and. 
schemes should be put in hand at the earliest 
possible moment, particularly for training person-— 
nel—doctors as well as auxiliaries—in the techam 
Bes of the newer preventive procedures. 


~- 


Generally speaking, the Committee should 
be aided in its preparations by the Plan whee 








28. The Transition Committee should continu 
to function until the first National Health Counci 
and the first National Health Board have been 
established. These two bodies will inherit from 
the Committee the plans which it has prepared; 
it will, of course be competent for these national 
authorities to modify these plans as the new 
regime develops. 


Comments by Senator C» L. Henderson and 
: | . Mrs. R. Lugtenburg. 

Transition Committee :— 

In disagreeing with this proposal we find it 
very difficult to understand the necessity for the 
appointment of a temporary body to undertake 
the very important work of laying the foundations 
and creating the basic policy and plan that will 
have to be taken over in the second year and 
carried on in the future by a permanent and 
responsible board. This board (National Health 
Board) will be responsible to the people through 
the Minister for a service, despite the fact that 
they have had no hand in determining the plan- 
ning or basic needs of that service. They will have 
to take over a scheme laid down by this Transi- 
tion Committee and carry on from that point, as 
this Committee will be a ‘‘ transition committee ”’ 
in more ways than one. 


To realise the nature of the proposal one has to 
consider the duties and functions it 1s proposed 
to entrust to this Committee. Among its manifold 
duties the following are a few of the more impor- 
tant :— 


(a) take immediate control of existing Health 
Centres ; 
(b) allocate regional boundaries and appoint 
Regional Committees. Survey such regions, 
determine their resources and estimate their 
needs ; : 


 (c) negotiate with Government and Provincial 
departments and local authorities, sick benefit 
societies, private agencies and _ professional 
groups, presumably to set the conditions under 
which they will operate within the service ; 

(d) frame estimates for 1945-46 Budget and 
draft the necessary legislation, and 

(e) plan for: expansion, reorganization and 
establishment of the central health authority. 


It will be seen from the above that what is con- 
templated is that this temporary committee will 
plan the whole future structure of the National 
' Health Services. It will create a basis and set of 
conditions that will predetermine the plan and 
policy of whatever permanent organization is set 
up. 

It follows, therefore, that the National Health 
Board (which will be the body responsible for all 
these functions in the future) will have to adapt 
themselves to a scheme of things in which they 
have had no say. The National Health Council will 
be in a like position as, when they are created as 
a functioning body, the ‘‘ Transition Committee ”’ 
will have gone out of existence; they may take 
over what they consider to be an acceptable set 
of circumstances, or on the other hand, they may 
be the legatees of something far from satisfactory, 
with no one to be called to account for it. In 
other words, a temporary body will lay the founda- 
tions of the Service and commit the permanent 
bodies in advance to a scheme for which they will 
have no responsibility. 


This proposal then either goes too far or does 
not go far enough. If the Transition Committee is 
really intended to be a temporary body, then its 
powers and functions are far too great to be vested 
in such a committee. On the other hand, if these 
powers and duties are essential for the starting of 
the Service then no temporary committee can carry 
out such an onerous task. 


If it is the intention that the members of this 
temporary body shall becotne members of the 
_.National Health Board, or BE the National Health 
Board, then one can see no advantage in their 
- employment in a temporary capacity. The person- 
nel for such a body must be appointed only after 
_ very careful consideration by the Minister and his 
advisers. In like manner, the permanent National 
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Health Board must also be the result of careful 
selection, but the latter body will function and 
carry the responsibility for their actions when the 
National Health Services are in being. 


Under all these circumstances we cannot see the 
necessity for the appointment of any temporary 
body when the permanent body can just as easily 
be created at once, and we recommend that the 
Minister appoint the National Health Board imme- 
diately to carry out the work which it is proposed 
to allot to the ‘‘ Transition Committee ’’: it is, 
after all, this Board which will be ultimately 
responsible to the National Health Council and to 
the Minister for the efficiency of the work it per- 
forms in connection with the laying of the founda- 
tions of the proposed National Health Services. 


CHAPTER XXXVI. 
LEGISLATIVE MEASURES. 


1. The implementation of the proposals of this 
Report will necessitate new legislation of a far- 
reaching kind. First and foremost, a National 
Health Act will be required, in which it must) 
be made clear that the State is now assuming 
responsibility for the provision of personal health 
services for all sections of the people. The Act 
must establish administrative machinery adequate 
for the discharge of this new function of the State. 
It must also make clear that the Provinces and the 
local authorities are henceforth relieved of all 
responsibility, for personal health services, but 


_ remain responsible for non-personal health services. 


It must impose upon the Provinces the responsi- 
bility to supervise and, when necessary, to assist 
financially the local authorities in the discharge of 
their obligations relating to non-personal health 
services; and must confer upon the national health 
authority powers of inspection and where necessary, 
the right of bringing pressure to bear upon a 
defaulting local authority. Finally, the act must 
make clear that the national health authority is 
advisory to all Departments of State in respect of 
any services carried out by them which have a 
bearing upon the health of the people. 


2. Secondly, there must be an Act, either part 
of a wider measure to provide for social security 


_ taxation or standing alone, to provide for health 


taxation in order to create funds for the national 
health services to be maintained. The same Act 
must provide for the establishment of a National 
Health Fund, for its supplementation from general 
revenue, for the establishment within it of a 
Stabilisation fund, etc., in accordance with the 
recommendations made in Chapter 37. 


3. Thirdly, it will be necessary to legislate in 
order to provide for a separate National Health 
Services Personnel Commission as recommended in 
this Report, and to provide for the organization of 
technical personnel into Regional Health Con- 
ferences. and a National Health Congress, with 
prescribed powers and privileges as recommended 
in this Report. 


4. We have not considered it advisable to present 
draft Bills dealing with all these matters. This 
will be the duty of the Transition Committee 
recommended in Chapter 35, with the help and 
guidance of law officers, if and when the Govern- 
ment accepts in principle the recommendations of 
this Report. Moreover, the precise form of some 
of the legislation indicated’ will depend upon the 
outcome of preliminary negotiations between the 
Government, through the Transition Committee, 
and the various interests affected by the establish- 
ment of a national health service. 


5. Without endeavouring to express them all in 
strict legal phraseology we desire, nevertheless, to 
indicate in greater detail the provisions which we 
consider should be included in the new legislation. 
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The National Health Act. 

6. This Act will doubtless incorporate many of 
the provisions of the present Public Health Act, 
but it is considered appropriate that the title of 
the Act should be altered to indicate the new cut- 
look and the new scope of the health services to be 
provided on a national basis. 


7. The Act must provide that there shall be for 
the Union a public service, known as the National 
Health Service under the control of a Minister, in 
respect of which there shall be a separate portfolio 
of Health. 


8. The Act will provide for the establishment of 
she National Health Council, setting forth its consi- 
tution, functions, powers, frequency of meeting, 
etc., in accordance with the recommendations made 
in Chapter 28. It.will be wise to have the powers 
of the Council entrenched in legislation rather than 
to leave them to be defined by regulation or procla- 
mation as in the case of the present Council of 
Public Health. Similarly it should be provided 
that meetings of the Council be open to the public 
and the press, and that its resolutions be printed as 
an annexure to the Annual Report of the National 
Health Board. 


. 9. It will be necessary to define and distinguish 
- between personal and non-personal health services. 
These definitions should be based upon those given 
in this Report. 


10. The functions of the National Health Ser- 
vice would be:— 


(i) to establish and maintain medical, dental, - 


nursing and hospital services for all sections of 
the people of the Union of South Africa; 


(ii) to make provision for Institutes of Hygiene 
and such other institutions as may be necessary 
for the training of technical personnel; 


(iii) to advise regarding and inspect the non- 
personal health services carried out by local 
authorities or provincial administrations acting 
in lieu of local authorities ; : 


(iv) to advise all Departments of State in 
regard to services carried out by them which 
affect directly or indirectly the public health; 


(v) to promote and carry out researches and 


investigations in connection with the prevention 


and treatment of human diseases and for the 
improvement of health; 


(vi) to prepare and publish reports and statisti- 
cal or other information relating to health; 


(vii) and generally to carry out in accordance 
with directions, the powers and duties in relation 
to the national health conferred or imposed on 
the Governor-General or the Minister. 


11. To make possible the first of these functions, 
it will be necessary to repeal Section 85 (v) of the 
lies Africa Act and to repeal or amend Act 46 
of 1934. 


12. The Act would then provide for the appoint- 
ment of a National Health Board, with the consti- 
tution and powers as laid down in Chapter 23 of 
this Report, for the appointment of so many 
Directors of Divisions, Regional Health Officers, 
and other technical personnel as may be deemed 
necessary by the Minister acting in consultation 
with the National Health Council, the National 
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Health Board and the National Health Services . 


Personnel Commission. 


13. The provision in pcb secon (3) of Section 
5 of the Public Health Act, which reads: ‘‘ The 
chief health officer, or an assistant health officer 
acting on his authority and behalf, shall also make 
any necessary inquiries and inspections in regard 
to or advise the administrator of each Province on 
any matter incidental to public health arising 


*. 


under any law in connection with provincial admini- 
stration in that Province.’’—should be included, 
mutatis mutandis, in the National Health Act. It 
will furnish the specific authority for the inspec- 
toral functions of the National Health Service 
already mentioned in paragraph 10 above. i 


14. Section 6 of the present Public Health Act 
should be incorporated with the modification that 
instead of the Minister, the National Health Board, 
or any Regional Health Officer acting on its 
authority and behalf, be given the power to call 
for reports. $. 


f 


3 

15. Section 7, sub-sections (1), (2) and (3) could 
be incorporated in the new Act, but (4) and (6) 
would be replaced by a definition of rural local 
authorities in accordance with the proposals made 
in Chapter 33 of this Report. The definition would 
read somewhat as follows :— 


‘“A rural local authority means: any divi- 
sional council or any-other body constituted in 
accordance with any law and endowed by such 
law with powers for promoting and safeguarding 
the health of the inhabitants of its district; and, 
in any area where there is no rural local 
authority as heretofore defined in this section, 
the Administrator of the Province in which such 
area is situate.’’ 


A proviso excluding Native Reserves should be 


‘ added. 


16. The alteration suggested in paragraph 15, 
in the definition of rural local authorities, particu- 
larly that part of it which makes the Administrator 
the local authority where none other exists, has 
very important bearings on future administration. 
In the first place it provides a substantial induce- 
ment to the Provinces to establish local govern- 
ment wherever possible. It also renders it unneces- 
sary to incorporate Sections 8 and 9 of the present 
Public Health Act in the new Act. 


17. The general duties of local authorities would 
be re-defined along the following lines :— 


‘* Tt shall be the duty of every local authority 
in respect of its district to take all lawful, 
necessary, and having regard to its special cir- 
cumstances and resources, reasonably practicable 
measures to provide non-personal services for 
the safeguarding and promotion of health, in 
accordance with standards prescribed by the 
Minister, in regulations published in the 
Gazette.’’ 


18. This would leave the local authorities in no 
doubt as to what was required of them. The Regu- 
lations would be imposed only after thorough dis- 
cussion in the ‘‘ Health Parliament ”’ of the nation 
(the National Health Council). A proviso requiring 
publication of all regulations in the Gazette in 
draft form would ensure that any particular local 
authority whose special circumstances might have 
been. overlooked in discussion on the broad national 
aspect, would have an opportunity of making suit- 
able representations. 


The regulations can be made to cover the entire 
field of non-personal health services, and they can 
be varied to suit different areas; it need not be 
assumed that regulations will be universally 
applicable. f 


19. The machinery provided. for in section 
eleven of the present Public Health Act will be 
replaced by the following :— 


‘* Whenever, upon the report of the National 

* Health Board, it appears to the Minister that 
there exists within the area of a local authority 

a condition which, failing appropriate action, 
will seriously endanger the health of the com- 
munity, the Minister may inform the local 
authority of the measures which he considers 







hould be taken to avert the danger. If the local 
uthority fails, or is for any reason unable forth- 
with to carry out such measures to his satisfac- 
ion, he may authorise another local authority 
or the National Health Board to take all neces- 
sary steps to deal with the matter: whereupon 
the local authority or National Health Board 
so authorised shall, for that purpose, possess all 
the rights and powers of the defaulting local 
authority, subject to the obligations attaching 
to the exercise thereof. ; 

_ Any expenditure under the section shall be 
defrayed in the first instance from national 
funds; but if, in the opinion of the Minister, 
the whole or part of such expenditure should be 
recovered from the defaulting local authority, 
and if the local authority is: unwilling to refund 
the amount deemed equitable by the Minister, 
he shall cause an inquiry to be held (at which 
the Administrator and the local authority shall 
have an opportunity of being heard, in order to 
-determine whether, having regard to its special 
circumstances and resources, the local authority 
has taken .all lawful, necessary, and reasonably 
practicable measures to carry out its duties for 
the safeguarding and promotion of health accor- 
ding to law, and if not, to assess the amount, 
not exceeding the total expenditure incurred as 
aforesaid, which should equitably be recovered 
from the defaulting local authority. For the 
purposes of this inquiry the certificate of the 
Minister shall be admissible as prima facie proof 
of expenditure incurred; and in regard to the 
special circumstances and resources of the local 
authority, any unused power to impose charges 
or rates not beyond the capacity of the inhabi- 
.tants to pay, shall be taken into account. The 
amount so assessed (if any) shall thereupon be 
recovered, mutatis mutandis, by the procedure 
laid down in section eleven (1) (d) of the Public 
Health Act of 1919. Except. when the Admini- 


‘strator is himself the defaulting local authority, — 


the remainder of the cost shall be recovered from 
the Administrator of the Province concerned, 
but in exceptional cases the court of enquiry 
may determine that a portion shall be met by the 
National Health Board.’’ 


20. Sub-sections (2) to (5) of section ten of the 
resent Public Health Act will become unnecessary 
n the light of the enactment proposed in the 
revious paragraph, for it will be in the interests 
fi the Province to see that local authorities are 
upplied with funds sufficient for the adequate dis- 
harge of their duties under the Act. 


21. The foregoing provision does not give the 
entral Government overriding powers in respect 
f all local government functions but merely in 
espect of those relating to the safeguarding and 
Iromotion of health, and then alone when the local 
uthority has neglected to fulfil duties clearly laid 
lown in regulations, promulgated by the Minister 
ifter consultation with the National Health Coun- 
il. The principles embodied here are essentially 
the same as those of section eleven of the present 
Public Health Act, with the addition that definite 
standards are to be laid down, and correction is to 
follow automatically. A special court of enquiry 
shall be set up to deal with these matters. 


22. Sections twelve and thirteen of the Public 
Health Act should disappear, and section fourteen 
should be modified so as to provide safeguards 
1gainst victimisation of any technical personnel 
amployed by local authorities. 


23. With regard to the notification of diseases, 
the general provisions of Chapter II of the Public 
Health Act should mutatis mutandis be retained 
in view of the fact that private practice will no 
doubt continue even after the establishment of 
the National Health Service. The principal 
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difference will be that notifications will no longer f 
be made to the local authority, but to the nearest | 


Health Centre, the Chief Medical Officer of which 


will immediately institute the necessary control 


measures in collaboration with the local authority 
health officers. It should be. remembered that any 


disease, not only infectious disease, may be made 
notifiable. 


24. To section nineteen of the Public Health Act 
should be added a proviso that any hygiene officer 
or health inspector employed by a local authority, 
who knows or has reason to believe that any person 
is suffering from or has recently been in contact 
with a case of notifiable infectious disease shall 


immediately give notice thereof to the nearest 
Health Centre. 


20. Section twenty-one will fall way, as the 
rendering of returns from Health Centres, to which 
‘all notifications will be sent, will be carried out in 
fulfilment of departmental instructions, 


26. Chapter III of the present Act imposes 
numerous duties and confers various powers upon 
local authorities and their medical officers of 
health. In the new Act the whole of Part III 
(except section forty-nine which should be read 
with section szxteen of the Finance Act No. 27 of 
1940) will fall away; and the duties and powers 
hitherto. assigned to local authorities and medical 
officers of health will be transferred, generally 
speaking, to the National Health Service acting 
through the Chief Medical Officers of Health 
Centres and the Regional Health Officers. How- 
ever, a few duties will still remain with the local 
authorities; the disinfection of premises (sections 
twenty-seven and thirty-one) but the removal and 
burial of unclaimed bodies of persons should be 
the duty of the National Health Service. The dis- 
infection and/or deverminisation of persons and of 
any clothing or bedding will be undertaken at the 


. cleansing station which will be maintained by the 


National 


Health Service, not by the 
authority. 


local 
Section thirty-six should remain. 


27. Chapter IV of the present Public Health 
Act deals with venereal diseases, and most of it 
should reappear in the new Act. Section» fifty- 
five (2) and fifty-eight (1) will require slight modi- 
fication, the Health Centre Chief Medical Officer 
replacing the Medical Officer of Health. Most of 
section szxty-six will be unnecessary and sections 
staty-seven and stxty-eight will fall away. 


28. Chapter V, dealing with Ports and Inland 
Borders of the Union, will require no modification 
at all. The port health officer will be a member 
‘of the staff of thé National Health Service, just 
as today he is a member of the staff of the Union 
Health Department. 


29. Chapter VI, dealing with Vaccination 
against Smallpox, will requife only a slight modi- 
fication to make it also applicable to diphtheria, 
and in regard to section one hundred, the powers 


there conferred upon the local authority being ) 


transferred to the Regional Health Officer or Chief 
Medical Officer of a health centre. Act No. 
of 1928 would require to be adapted accordingly. 


30. Chapters VII and VIII, which relate to 
environmental sanitation and the safeguarding of 
public food supplies, could be retained with appro- 
priate amendments; but it is desirable that the 
whole of these chapters be superseded by the regu- 
Pee to be promulgated in the manner suggested 
above. 


31. Chapter IX of the present Public Health Act 
contains a miscellany of provisions a few of which 
will disappear, but most of which will be retained 
in their present or a modified form. The powers 
assigned to local authorities in section one hundred 


: 


fteen ° 


CHAPTERS XXXVI ann XXXVI. 
and thirty-three (3) should be transferred to health 
centres, each controlling its own area. 
One hundred and fifty- three should be repealed, 
and the Kimberley Board of Health abolished. 


32. Section one hundred and fifty-eight as it 
stands in the present Public Health Act will require 
little, if any, modification, unless it be to clarify 
the position with regard to Native «Reserves in 
accordance with the recommendations made in this 
Report. 


33. A necessary provision of the National Health 
Act will be to empower the Minister, on the advice 
of the National Health Council, to appoint national 
technical advisory bodies to advise the National 
Health Service on any matter relating to personal, 
non-personal or promotive health services. The 
National Nutrition Council may be taken as an 
example of such boards. The term ‘‘ Board ”’ 


should be used to denote a national body on which 


there are representatives from without the person- 
nel of the National Health Service, and the term 
‘“ Committee ’’ for a body composed entirely of 
representatives from the service. 


34. The Aviation Health Act and Regulations 
would remain in force and be administered, as 
heretofore, by the national health authority. 


Sections thirteen, fourteen and fifteen of Act 
57 of 1935 would fall away. 


The Creation of the National Health Services 
Personnel Commission. 


35. The creation of such a Commission will 
necessitate legislation. In point of time it may 
well be that the establishment of the Personnel 
Commission will precede that of the National 
Health Service itself, as it will be necessary for 
this Commission to consider well in advance the 
posts and appointments which will be required in 
order that the national service may come smoothly 


into operation. 
“~ 


36. It will be necessary to make statutory pro- 
vision for the organization of technical personnel 
of the National Health Service into Regional 
Health Conferences and a National Health Con- 


gress, and to confer upon these bodies appropriate: 
edie and duties as recommended in this report, - 


Special provision. will be required in regard 
to “the pension rights of technical personnel, with 
varying periods of experience in private practice, 
now appointed in the national service. The details 
of such provision, and of the provision suggested 
in the preceding paragraph, can only be arrived at 
as a result of negotiations, during the transition 


period, with representatives of the. various techni-” 


cal groups affected. 


The Housing and Slums Act. 

38. From the standpoint of this Commission, 
these Acts require no modification, except in a few 
but important details, for they deal with a non- 
personal health service which is a function of local 
authorities and the Provinces. 


39. In regard to the Slums Act, the definition 
of ‘* local authority *’ in section one (1) should be 
amended to include all local authorities, and the 
first schedule should be deleted. 


CHAPTER XXXVII. 


—_—_—— 


FINANCIAL MEASURES. 


. The National Health Service, as set out by 
‘hie Commission in Part homie The Organization 
of a National Health Service ’’—may be sugges- 
tive of a very great increase in the cost structure. 
Actually, this is not the case. The Commission 
has described, for example, the present complicated 
financial relations between the central Govern- 


: 


Section _ 


‘ 


‘a 
ment, the Provincial Administrations and local 
authorities, and also the waste involved in. the 
unorganized state of health services. It is, there- 
fore, of opinion that the new Health Service will 
bring about a more effective use of the large sums 
of money which are ody being wasted on unco- 
ordinated services. y 


a At present the only sections of the sista 
health services which are met in whole or in part 


from public funds are those relating to:— __ 
(i) the hospitalisation of mental cases; oe 
(11) infectious disease cases; ie 


(111) non-institutional eat poor relief ; 


(iv) a few fragmentary personal health servic 
carried out by the larger local authorities. (mated 
nity and child welfare) ; 


(v) the medical and dental inspection of 
school children; and : 


(vi) the establishment and maintenance of 
general hospitals and chronic sick homes. 


The total expenditure from public funds on thael 
items is about £4,000,000 annually. The remainder 
of personal preventive and curative health services 
are rendered on an individualistic, unorganized 
basis, and are paid for privately, the total expendi- 
ture being about £10,000,000 annually (wide Table 
‘““A’’, Chapter 18). The cost of an organized 
National Health Service could not at first be very 
much greater than £14,000,000 as the Service 
would be utilising the same technical personnel 
and institutions. On the basis, therefore, of ‘‘ a 
free service to all’, the amount to be found by tha 
State, over and above its present expenditure on 
health services and excluding the provincial 
expenditure on hospital and other personal health 
services—the amount which we recommended in 
Chapter 25 should be diverted by the provinces to 
the subsidisation of non-personal health services 
local authorities—will be little more than 


~ £12,000,000. 


3. In Part If of this Report, the Busia as 
regards existing health services was discussed, and 
the deficiencies of both extra-institutional and 
institutional services were assessed. Some of the 
services, it will be recalled, are inadequate to the 
extent of over 50 per cent., while some reach 100 
per cent. We are, therefore, aware that in “a 
estimate of the cost of an all-embracing National 
Health Service, we must of necessity adopt 3 
realistic outlook. The problem is not so much the " 






















provision of financial resources. As has been 
emphasized in Chapter 17 dealing with the availa~ 
bility of technical personnel, the securing and 
training of a sufiicient number of men and women 
to fill the prescribed posts will be the major issue. 
Given the facilities for training and, in some 
instances, financial assistance, the goal, as far as 
personnel are concerned, may be reached only 
after a number of years. Even the building pro- 
gramme visualised in Annexure I’ will take several 


years to complete. 





4. With these considers teate in mind, the Com- 
mission has prepared an estimate of the cost of 
the proposed National Health Service as at the year 
1955*, when the Service should be in full working 
order. No provision is made in the estimates for 
subsidised nutrition and housing, or for non- 
personal health services, as these are not considered 
to be a direct financial or executive responsibility 
of the National Health Service. Moreover, they 
are already financed from public funds—centra Fa 
provincial and local—and their expansion will not | 
involve any new principle. The assumptions on | 
which the estimates are based are that the present | 
rate of enrolment in the medical schools will not 


* This is the year chosen by the Social Security Con mittee as 
the year when the Social Security programme might be in full 
operation. 


only continue but will, as they must, increase so as 
to provide at least 50 per cent. more medical per- 
sonnel by 1955 (wide Chapter 27); that the pro- 
gramme for the training of auxiliary personnel 
will be given effect to almost immediately, and that 
the building programme will be put into operation 
as soon as possible (vide Annexure F), so as to 
provide the institutional machinery required for 
an adequate Service. In the latter connection, 
cognisance is taken of the valuable contribution 
which will be made in the conversion, after the 
war, of military hospitals to civilian use. On this 
basis, then, the following reflects the estimated 
ee of the National Health Service as at the year 
1 :— 
Estimated Annual Cost of Proposed National 
Health Service. 


(£’000) 
1. Central Organization. 

(a) National Health Board ....... ... ... 14 
(6) National Health Council ... ... ... 2 

(c) National Health Services Personnel 
OTST IIES (nna ae rr 13 

(d) Directorate of Headquarters Divi- 
Sr Mae ree. GA cs) so 5... 028 

(e) National Health Council Execu- 
5 AS I GARI ten eee 2 
(f) Administration ... ... eS 140 
(g) Pharmaceutical Stores .. 2,000 
(h) Mental Hospitals ... a ee AE 
RO eTORS PUSCLENSIONG 0 55<. aie cscs ace» 140 
(7) Venereal Disease Institutions ... ... 100 
(k) Tuberculosis Institutions ... ... ... 500 
ODA TV eels £3,939 





Notes: 


(a) National Health Board.—Director-General 
of National Health Services at £3,000 per annum 
and four memberst at £2,750 per annum. 


(b) National Health Council.—36 members 
(14 of whom are public servants) meeting on an 
average of 10 days twice per annum—#£38 3s. Od. 
fees per day, plus railage at an average of £5 
per person. , 


(c) National Health Services Personnel Com- 
mission.—Three persons appointed by the Mini- 
ster at £2,500 per annum; two inspectors at 
£1,200 plus clerical assistance and administrative 
expenses £3,100. 


(d) Directorate of Headquarters Divisions.— 
(1) Seven directors at £2,500 and (2) seven assis- 
tant directors at £1,500 per annum. 


(e) National Health Council Executive.—Seven 
members meeting monthly for, say, 50 days 
during the course of the year—£3 3s. Od. fees 
per day each, plus railage at an average of £5 
per person. 


(f) Administration —The Administrative 
machinery is visualised as being approximately 
twice that of the present Department of Public 
Health, whose administration expenses are 
approximately £73,000. 

(g) Pharmaceutical Stores.—All pharmaceuti- 
cal stores will be handled centrally. It is con- 
‘sidered that by the elimination of patent and 
proprietary medicines, and mass dispensing, costs 
ean be reduced by at least one-third. 

(h) Mental Hospitals.—The estimate provides 
for an increase of 30 per cent. of the present cost. 

(i) Leper Institutions.—No increase is provided 
for. The cost will probably decrease as the 
preventive campaign is intensified. 


tIf the National Health Board is to consist of 3 instead of 5 
embers this amount would be correspondingly valuec. 
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(j) Venereal Disease Institutions.—The present 
cost is approximately £92,000. Only the slight 
increase of £8,000 is provided for, as the preven- 
tive campaign should reduce the incidence of the 
disease. Hxtra-institutional treatment at the 
Health Centre will also be intensified with the 
institution of the system of periodic medical 
examinations. 


(k) Tuberculosis Institutions.—£500,000  re- 
presents more than treble the present expenditure 
on tuberculosis institutions. 


2. Central 
£250,000. 

Note: The provision for laboratory and research 
facilities has been almost trebled. Over and above 
this item will be the clinical and_ statistical 


researches, which will be carried on continuously 
at hospitals and Health Centres. 


3. Regional Organization (Twenty-four Regions). 


Laboratory and Research Centre. 





(£7000) 

(a) “Directorate =..2°0..- 2... oe 43 
(b) Regional Councils ... ... .. 18 
(c) Medical Inspectorate ... ... ... ... 180 
(d) Health Inspectorate ... ............ 188 
(e) Hygiene Officers ... ... 2.0 0... 31 
(f) Health Visitor Inspectorate ... ... 46 
(g) Administration .. arte; 140 
TOTAL ?,. £591 








Notes.—Kach of the twenty-four regional organi- 
zations will be staffed as follows and, for the 
purpose of this estimate, all officers are regarded as 
being on the notch of the salary scale equivalent to 
between 80 and 90 per cent. of the top of the salary 
scale :— 


(a) Directorate: Regional Health Officer on 
the salary scale £1,500—£50—£2,000. 

(b) Regional Council_—20 members (6 of 
whom are public servants) meeting monthly for, 
say, 14 days per year at £3 3s. Od. per day, plus 
railage at £1 per month for each of 10 members. 

(c) Medical Inspectorate.—Three medical 
inspectors on the salary scale £1,200—£50— 
£2,000. 

(d) Health Inspectorate.—Ten health inspec- 
tors on the salary scale £180—£15—£350, and 
ten on scale £300—£25—£650. 


(e) Hygiene Officers.—Two on the salary scale 
£400—£25—£800. 





(f) Health Visitor Inspectorate—Four on 
salary scale £450—£25—+£600. 

(g) Administration.—One registrar; clerical 
assistants, typists, etc., and contingencies 
£4,500. 

4. Health Centre Organization (approx. 400 
Health Centres). (£000) 

(a) Hospital Organization .. 6,600 

(b) Medical Personnel ... ... ... 2,320 

(c) Dental-Personnel ... . 840 


(d) Nursing and other Personnel and 
Administration (including trans- 
DOES) (50. Bae A ee ais Bs. 6,000 


POTAL?.* Neth. s wee Oe POU 





Notes: 


(a) Hosmtal Organization.—The cost of the 
present hospital organization, exclusive of mental 
hospitals and leper, venereal disease and tuber- 
culosis institutions, is £4,700,000. It is considered 
that a 40 per cent. increase in the cost of the 
hospital organization will be required for the 
provision of an adequate hospital service. If the 
state of the raw Native in the Reserves is taken 
into account, it will be appreciated that the 
estimate is on the liberal side. 
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N.B.—Each of the 400 Health Centres will 
on the average be staffed as follows, and for the 
purpose of this estimate all officers are regarded 
as being on the notch of the salary scale equiva- 
lent to between 80 and 90 per cent. of the top of 
the salary scale. 

(b) Medical Personnel.—Four to five on one 
of the salary scales—A £900—£40—£1,500: 
B £1,200—£50—£2,000. It is anticipated that 
there will be in all 1,000 on salary scale A, and 
700 on salary scale B 


~ (c) Dental Personnel.—One to two on the 
average at each centre on one of the salary scales 
A or B [vide item (b) above]. In all, there will 
be between 600 and 700 at the Health Centres. 

(d) Nursing and other Personnel and Admuinis- 
tration (including transport—rail, motor and 
ar) : 





Salary scale. 
One registrar: salary £500. 
One typist per doctor £200—£20—£400 
Sister-in-Charge ... ... ... ... £450—£25—£600 
Theatre Sister ... ... ... ....... £450—£25—£600 
Casualty Sister ... ... ... ... £450—£25—£600 
Social Welfare Officer ... ... et daesecg es 

--, — fSenior £300—£26— 

8-16 Health Visitors \ Junior £250—£10—£300 


Sy ieee (Senior £300-—£25—£400 
#0 Districg Nurses 05 4 tiaiar 2250-22102) 6800 


Pharmacist: salary £600. 


fMinimum £400. 
\ Maximum £800. 


Salary scale. 


eee tee oe 


Hygiene Officer 


Radiographer ... ... ... ... ... £250-—£25—#£500 
Laboratory Technician ... ... £350—£25—£800 
Laboratory Assistant ... ... ... £200—£20—£450 
Physiotherapist ... ... ... ... £8360—£30—£510 


Dental Mechanic... ... ... ... £800—£25—£550 
4 Caretakers, drivers, etc.: salary £360. 

12 General Native Messengers: salary £84. 

_ It is estimated that each Centre will require about 
£1,500 for transport (rail, motor and air) and other 
administrative expenses. 


Summary of Costs. (£000) 
1. Central Organization ... 3,939 
2. Central Laboratory and Research 

Centre 0215. 4 eae eae 250 

3. Regional Organization ... ... ... ... 591 
4. Health Centre Organization ... ... 15,760 
TOTAT ..5., sii aed see £20,040 





5. The position briefly is that the health service 
will cost just slightly less than 50 per cent. more 
than it does at present (vide Table ‘“‘ A ’’ of Chapter 
18). The central Government is at present contri- 
buting over £2,000,000 or approximately 14:4 per 
cent. of the total of £14,000,000. The further sum 
which will therefore have to be found by Govern- 
ment by way of revenue and contributions from the 
public will be £18,540,000. An interesting feature 
of the above estimate is that the administration 
expenses will be less than £600,000, which is less 
than 3 per cent. of the total cost of the proposed 
service. 


FINANCE. 


6. National Health Contributions.—The financ- 
ing of the National Health Service is treated in 
the combined Report of the Social Security Com- 
mittee and Report No. 2 of the Social and Econo- 
mic Planning Council, entitled ‘‘ Social Security, 
Social Services and the National’ Income ’’.* In 
this connection the Committee makes the following 
comments and recommendations ;— 


““. .. It_is obvious that the closest contact 
will have to be preserved between the administra- 
tion of the social security scheme and the health 
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‘estimated as follows:— 





service which is envisaged for purposes of certifi- 
cation of illness and invalidity, for the promo-— 
tion of restorative work and the institution of — 
preventive measures. Although a national health : 
service must be organized as an entirely separate — 
scheme, there is no reason why it should not be 

partly financed by increasing the social security — 
contributions. These would then entitle the 
contributors, and their dependants, to social 
security benefits as well as to treatment. There 
is ample precedent for this—in our own occupa- 
tional disability legislation, in the New Zealand y 
social security code and in the Beveridge Plan. 
A separate health tax, a separate social security 
tax and all manner of other special-purpose taxes 
are mere encumbrances. They involve a great 
deal of unnecessary record-keeping and preclude — 
the formulation of a tax system based on ability 

to pay. If the social security contributions were 
doubled and one-half paid over to the health 
service, some £12,000,000T will become available 
towards its cost.’’ 


a 












7. The Commission ‘concurs with the views 
expressed above. It is noted, however, that the 
total contributions in respect of the National Health — 
Service, namely £10,283,000, have been estimated 
by the Social Security Committee for the year 1943. 

8. The Social and Economic Planning Council? 
has projected the contributions under the combined 
Social Security-National Health Service Schemes 
to 1955 and has estimated the total contributions 
at £24-3 millions, £27:7 millions or £31-6 mil- 
lions according to whether the real national income 
per head of population of working age remains 
static, increases by 1 per cent.. per annum, or 
increases by 2 per cent. per annum between 1938-_ 
5d. : 


The contributions assumed were : — 


(a) 8 per cent. on incomes of all persons 
earning over £200 per annum; reduced per-— 
centage contributions from employees earning — 
under £200 per annum; and flat-rate contra 
butions from self-employed persons, domestic 
servants and labourers and Reserve Natives. 


- (b) 1 per cent. from employers and employees — 
for income maintenance insurance. 


9. The contributions aceruing to the National 
Health Service may be assumed to be half of those 
set out under (a) above. In order to arrive at this, 
it is necessary to subtract the contributions under 
(b) from the total contributions estimated above. 
The contributions for the year 1955 under (6) are’ 













. £1,520,000 (p. 46) 
19388 money income : _ 
rere tm rer wei 
£1,013,000 (p. 102) 
£1,013,000 x 1664 


1385 

= £1,217,000 (p. 99) 
This total must again be adjusted according to 
the increase in incomes per head of population of 
working age over the period 1938-55. The following 
are totals according as incomes remain static, 
increase at the rate of 1 per cent. per annum, or at 
the rate of 2 per cent. per annum:— | 


(a) if incomes remain static ... 
(b) if incomes increase at the rate 
of 1 per cent. per annum .. 
(c) if incomes increase at the 
rate of 2 per cent. per annum 


Insurance contributions, 19438 .. 
Adjusted to 
level ... .. 


Adjusted to 1955 population ... 


* U.G. No, 14 of 1944. 

7 It appears that this amount should have been £10,283,000— 
see paragraph 362, Report of the Social Security Committee: Con- 
tributions font Participants: ‘‘A’”’ Scheme, £9,9(8,00€ ; 
Schene, £375,0( 0. 


t Cf. U.G. No. 14 of 1944(p. 102). 


_ The contributions in respect of the National 
Health Service, under these three alternative 
assumptions would be, therefore, in 1955: 


Increase in Income per Head. 
(a) Static: 


24°3-1:2=£11-55 millions. 


2 
(6) 1 per cent. per annum: 
27-T-1:4=£13-15 millions. 


2 


(c) 2 per cent. per annum: 


31:6-1:7=£14:95 millions. 
2 


10. Government Contribution to Cost of 
National Health Service.—The Government share 
of the cost will be equal to the total cost of the 
proposed service, namely, £20,540,000, less (a) 
National Health contributions, (b) sums paid from 
the Workmen’s Compensation Accident Fund in 
respect of divers medical attention and (c) the 
liability of employers under the Native Regulation 
Act of 1911 in regard to hospital and medical 
attention. 


- jl. The total cost of the survey was calculated 
at 1941-42 cost levels, but is unlikely to vary much 
with small changes in income and price levels. It 
may, therefore, be taken as constant in relation to 
changes in income and price levels. 


12. The Government share, therefore, depends on 
the progress of money income per head up to 1955. 


13. In view of the fact that— 

(a) the Social and Economic Planning Council 
stipulated a 50 per cent. rise in real incomes per 
head over the period 1938-55 as a necessary con- 

- dition for the introduction of a full social pro- 
gramme, and 

(°) money incomes are in any case considered 
unlikely to fall back to the 1938 level, provided 
the present level of employment and activity is 

- maintained, 

it would seém reasonable to assume that money 
incomes increase at an average rate of 2 per cent. 
per annum over the period 1938-55 (i.e. 40 per cent. 
over the whole period). In this event the provision 
to be made by Government out of revenue is cal- 
culated as follows :— ‘ 


20,540,000 


. 


-Total cost of National Health 
TE a a ae ene 
ss— el , 

(a) Contributions from Work- 
men’s Compensation 
Accident Fund, say ... 

(b) Employers’ liability in 
respect of medical and 
hospital attention under 
the Native Regulations 
PACES UOL Te GAYE Paton css <0 

(c) National Health Con- 
PEADORIONG Gs) isk Sis s a. « 


500,000 


600,000 
14,950,000 


16,050,000 





Amount to be derived from 
POVENUON item ee FAN ee 4,490,000 
14. The figure of less than four and a half mil- 
lion pounds to be met by Government exceeds 
present Government expenditure (excluding pro- 
vincial and. local authority expenditure) by approx- 
imately £2,500,000. Even assuming a less favour- 
able increase in average income per head, namely 
a 1 per cent. increase, the amount to be found by 
‘Government will equal £6,290,000 which is little 
more than four and a quarter million pounds above 
its present expenditure. . 

15. Evidence was given throughout the country 
that the National Health Service should not be 
given as a charity, but that everyone should be 
called upon to contribute. This will have the 
salutary psychological effect that the people will 
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consider the service as their own. We suggest 
that a contribution, however small even if only a 
token, be made by everybody towards the cost of 
It must be borne in 
mind that failure to contribute will under no cir- 
cumstances exclude anybody from the benefits of 
the service.* 


16. The Commission recommends that the 
National Health Fund be regarded as a fund quite 
apart from that of the Social Security Fund. 


17. Furthermore, the Commission recommends 
that any monies remaining on balance at the ter- 
mination of any financial year be paid into a 
Health Stabilisation Fund Account to be placed 
under the control of the National Health Board. 


18. The advantages which will accrue from the 
latter arrangement are: firstly, that any 
emergency measures, e.g., to deal with the outbreak 
of epidemic diseases, will not mean any curtail- 
ment and limitation of ordinary health functions 
and facilities. Again, during the down-swing of 
the trade cycle, the demands made upon the Health 
Fund will grow with the increase of unemployment 
and poverty, as the latter inevitably bring about 
an increase in the incidence of disease. It will be 
a function of the Health Stabilisation Fund to tide 
the Health Service over during this period. Indeed, 
it may even be necessary, if a strong enough Fund 
is not built up, to increase the contribution from 
revenue during such times. 


19. Initial Eupenditure.—The foregoing para- 
graphs give a picture of the financial arrangements 
which will be in operation when the National 
Health Service has been fully established (1955). 
As to the immediate future, and the steps by which 
the service will be established, it will be for Govern- 
ment to decide whether the Social Security Scheme 
or the National Health Service is to have priority 
if they cannot be introduced simultaneously. We 


-tmay remark that a social security scheme which did 


not make provision for adequate medical, dental, 
nursing and hospital care for all sections of the 
people would scarcely deserve its title. It is the 
Commission’s hope that it will be found possible 
to introduce both schemes together. 

20. The difficulty which presents itself at this 
point is how to effect the transition from the present 
system of payment for personal health services to 
that of the future. It is obvious that, as soon as 
the people begin to pay a health tax, they will 
expect forthwith to receive freely and fully the 
benefits promised under the scheme. The date of 
the coming into operation of the health tax must 
synchronise with that of the coming into operation 
of the complete National Health Service as 
described in this report. It is for this reason that 
the Commission, in Chapter 35, recommended that 
there should be set up immediately a special -‘Tran- 
sition Committee to make all the arrangements 
necessary in order that, at a given moment, the 
National Health Service may come into operation. 
The Commission anticipates that it will require at 
least a year to make arrangements on the scale and 
in the detail required for the change over from the 
present system to one so different. Indeed, a final 
decision as to the-date of the changeover could 
hardly be made, even by Government, until such 
a Committee has explored its task and forecast the 
earliest date by which it could be completed. It 
would then be for the Government to decide 
whether in fact the National Health Service should 
come into operation on that date or, for reasons 
outside the purview of the Committee, at some later 
date. 

21. Because of the shortage of trained technical 
personnel, the total cost of the National Health 
Service in its initial stages is, in the opinion of 
the Commission, hardly likely to exceed £14°5-£15 


— * See page 180 for comments by 


Senator ©. IL. 
Henderson 
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million—roughly an amount equal to the present 
expenditure on ‘‘ Health Services ’’ in the Union 
of South Africa. The financing of the service 
initially would then be as follows (the year 1946-47 
is suggested) :— 

National Health Servce Contri- 
£10,283,000* 


Duttons Se. ery eee eee 

Contributions under the Work- 
men’s Compensation Act .... 300,000 

Contribution under the Native 
Regulation Act, 1911 ... ... 600,000 

Contribution from General 
Revenue ... ... 3,317,000 
14,500,000 





22. The amount to be provided by Government 
will be approximately £38,317,000 which is only 
£1,317,000 above its present expenditure of £2 
million on health services—excluding provincial 
and local authority expenditure. 


23. The Commission observes that the Social and 
Economic Planning Council in its Second Report 
(vide paragraphs 51-58) recommended that in 1947, 
£10,000,000 be expended out of public contribu- 
tions and general revenue on health services. This 
recommendation, if given effect to, will preclude 
the early inauguration of free services to all, as 
existing health services cost £14,000,000. Moreover 
it is not considered desirable to introduce the 
National Health Service piecemeal. The Council 
proposed that a 6 per cent. combined Social 
Security and National Health Service contribution 
rate, as compared with an ultimate 8 per cent. con- 
tribution rate, be levied initially. This would yield 


£17,500,000 and of this amount approximately . 


£8,000,000 would be in respect of National Health 
contributions. This arrangement leaves £6,000,000 
to be provided out of revenue—£4,000,000 above 
current central Government expenditure’ of 
.£2,000,000. If a full 4 per cent. National Health 
contribution could be introduced immediately, 
approximately ten and a quarter million pounds 
would become available leaving about £4,000,000 
to be found by Government or £2,000,000 more 
than current central expenditure. The Commission 
is of opinion that any deficit on the National Health 
Service Vote should be met from revenue, so that 
there will be no avoidable delay in implementing 
the Commission’s recommendations. | One factor 
which should not be overlooked is that the Planning 
Council, in framing its estimates for the year 
1947-48, based its calculations on the 1938 price 
level. The current price level is almost 30 per 
cent. above the 1938 price level and this affects also 
the level of money incomes (apart altogether from 
the increase in real income). Revenues from general 
income tax and from national health service contri- 
butions may, therefore, be expected to exceed (in 
money terms) the estimates of the Planning 
Council, and this should permit the provision made 
for health services to be raised from £10 millions to 
say, £124 millions, which is £2 millions less than 
the present health bill. 


24. Pending the introduction of the new era with 
regard to financial arrangements, there should be, 
in the neediest areas, an immediate start and as 
rapid as possible, a multiplication and develop- 
ment of Health Centres. In Chapter 35 the Com- 
mission has pointed out that such a programme, 
dealing as it will with needs at the periphery, need 
not wait upon and will not prejudice final decisions 
as to the new administrative inter-relationships 
between the central and sub-central and regional 
controls; at the same time, being in full accord 
with the recommendation of Chapter 28, it will 
prepare the way for the institution of the full 


TAGE, paragraph 362, Report of the Social Security Committee : 
Contributions under “A” and “B” Schemes. 
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_ graph is one that I can in no wise accept, — 


National Health Service. The Commission has 

proposed, for indeed there is no alternative, that — 
during this transition period the Health Centres 

programme should be financed from general — 
revenue and the relative estimates should be — 
included in the ordinary Public Health Vote. For — 
ae pee year, 1944-45, £50,000 has been pro- — 
vided. | 


25. It remains to clarify the position with regard — 
to the financing of non-personal health services. © 
Under the Commission’s proposals in this Report, — 
the main responsibility for environmental sanitation — 
will fall upon the Provinces and the local — 
authorities. To meet this responsibility they will 
have £1,727,000 per annum and £340,000 per — 
annum respectively; accruing to them through the — 
transfer of personal health services to the National — 
Health Service, over and above the sums hitherto — 
expended by them on environmental sanitation. — 
The principal services—housing, water and sewage ~ 
disposal schemes—involve the expenditure of large 
capital sums; but, once established their working ~ 
costs are met from rentals, and water and sanitary — 
fees. Indeed, the capital expenditure itself is — 
often recovered through these charges. In other — 
words, the principal part of the sums mentioned ~ 
above could be applied to interest and redemption — 
payments on large loans which could be used to 
finance all three types of scheme on a scale hither- — 
to unknown, particularly in those areas where these — 
services are in an under-developed state. | 


26. It should not be supposed that under the — 
Commission’s proposals the contribution of the cen- : 
tral Government towards health services in the — 
broad sense is limited to expenditure on personal — 
health services, leaving the preventive and promo-_ 
tive services to the Provinces and local authorities. 

By promoting and undertaking research into 

matters such as eugenics, nutrition, housing, — 
environmental sanitation, industrial hygiene and. 


te ale 


| welfare; by providing inspectoral and advisory © 
services in regard to all non-personal health 
services, and by its complete responsibility 


for all personal health services, which will them- — 
selves be dominated by the preventive Smock a 
periodic medical examinations and individual and © 
family health education—the central health © 
authority will be vitally concerned with all aspects — 
of ‘‘ Health ’’—Promotive, .Preventive, Curative © 
and Rehabilitative. ; 

















* Comments by Senator C. L. Henderson on the 
matter referred to in Paragraph 15. ho | 


= 


The principle adumbrated in the ‘above para-_ 





particularly when it affects the low wage earner. 


The evidence that was given supporting the con-— 
tention that ALL should contribute came mostly 
from representatives of charitable organizations — 
whose efforts were appreciated by the recipients, — 
who in their anxiety to be relieved as far as possible © 
from the stigma of charity, desired to contribute — 
their ‘‘ mite’’. A iurther reason might be that — 
it would enable the organization funds to extend 
the field of their operations. There is nothing on — 
record from the poor themselves to support the — 
imposition of a tax (no matter how small); the 
suggestion came from people who had not 
experienced a life of poverty. 


In this connection it is interesting to quote the | 
evidence of the Trades and Labour Council. The 
President, Mr. A. J. Downes, in answer to a ques- | 
toin on contributions to health insurance, said :— 


‘“That is why later on in the memorandum 
we suggest a contributory scheme. We make it | 
quite clear that the contributions from the | 
workers must be limited—that is to say, there | 
must be a limit of incomes on the low side from 
whom you can expect contributions.”’ 


Hon. J. Briggs, another representative, went 
further and stated :— 

‘c . . In line with that (the Social Security 

scheme) the trades unions have decided that £96 

a year would be the lowest possible minimum on 

' which you could even ask anyone to pay a small 

token payment out of that to any scheme that is 
introduced.”’ : 


From experience gained in many parts of the 
country it is evident that, in the case of many 
families, whatever payment is demanded must 
inevitably result in less to spend on the already 
insufficient necessities of life; surely a_ short- 
sighted policy for a Health Service to pursue. The 
paragraph referred to recognises this by the con- 
dition in the last sentence which must give the 
exception the taint of charity. 


It must also be remembered that the poor get’ 


free treatment at present, although it is on a pauper 
basis. In the National Health Services we are 
instituting something different—a Service that is 
to be given as a “‘ citizen right ’’. If we compare 
it with education, no one looks upon that as a 
charity, although it is free to all and there is no 
direct payment. 

Another factor is that even the poorest contri- 
bute very heavily in indirect taxation. Actually 
there is nothing provided by the State that is 
FREE, as the community must provide the 
finance. Those who get most out of the community 
should therefore contribute for those who get very 
little. In other words, the burden of taxation 
should be placed on those who are able to bear it. 
Even in the moderate income group, heavier taxa- 
tion would in these times of rising costs bring 
difficulties in its train. 

T submit that no one should be taxed for Health 
Services who earns less than £300 per annum; 
the tax should be very light at that minimum and 
the grade be steepened in the higher income groups. 


CHAPTER XXXVIII. 











SumMary oF Bastc RECOMMENDATIONS. 


1. The Commission’s task was not merely one of 
offering suggestions for the improvement of a super- 
structure built upon foundations already laid, but 
for the reconstruction of the foundations them- 
selves. Accordingly, the recommendations which 
we have made may be divided into two categories— 
fundamental or primary, and _ subsidiary or 
secondary. 


2, In our opinion, the former cannot be departed 
from without materially affecting the entire form 
and symmetry of the superstructure which we have 
visualised. 


3. The latter category of recommendations, how- 
ever, may in the light of developing experience be 
modified in various directions. 


Summary of Basic Recommendations. 


4. (i) That health services in the Union be classi- 
fied as follows :— 
A. Non-Personal (Environmental) Health Ser- 
vices. 
B. Personal Health Services :— 
(a) Promotive. 
(b) Preventive. 
(c) Curative. 
(d) Rehabilitative. sae 
(ii) That there be established a National Health 
Service in conformity with the modern conception 
of health. i 
_ (iii) That the National Health Service assume 
direct control of personal health services and that 
all other public authorities be relieved of the 
financial responsibility in connection with them. - 
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(iv) That the National Health Service ensure the 
free provision of adequate medical, dental, nursing 
and hospital services tor all sections of the people - 
of the Union of South Africa. 


(v) That there be a National Health Tax no 
matter how small, to be paid by all sections, so that 
the people may realise that it is their health service. 


(Senator C. lL, Henderson dissents.) 


(vi) That a National Health Act be passed pro- 
ene for the establishment of a National Health 
ervice. 


(vii) That a Transition Committee be set up imme- 
diately in order to exercise general control over the 
the development of the Health Centre Service autho- 
rised by Parliament during the 1944 Session, 
which the Commission and the Government regard 
as the first instalment of the National Health Ser- 
vice, to institute such other measures as may be 
administratively practicable towards the introduc- 
tion of the National Health Service, to conduct 
negotiations with all the interests which will be 
affected by the introduction of the full scheme for 
the National Health Service, and to plan the new 
legislation and new administrative arrangements 
which will be necessary for the introduction of the 
full scheme. 


(vill) That the National Health Service itself 
carry out, through the medium of special research 
institutes and of the health centres and hospitals, 
under its control, researches into the physiolo- 
gical requirements for human health and into the 
etiology, prevention, diagnosis and treatment of 
human disease. 


(ix) That the National Health Service, in codpe- 
ration with the public authorities for education, 
labour and social welfare and with appropriate 
voluntary organizations provide rehabilitative ser- 
vices for those disabled through disease or injury. 


Personal Health Services. 

5. Our recommendations in the report in connec- 
tion with the National Health Service, aim at 
ensuring three things :— 

(a) administrative efficiency; 
(6) the protection of democratic interests ; 


_ (ce) the protection of the professional interests 
of the technical personnel employed in the ser- 
vice. 
- To ensure administrative efficiency we recom- 
mend :— 

(i) That there be established a Ministry of 
Health. 

(11) That the policy of the National Health 
Service be under the control of a Minister of the 
Crown responsible to Parliament, and advised and 
assisted by a National Health Council statutorily 
established. 


(iii) That the administration of the National - 
Health Service in regard to all its functions be 
under the. control of a National Health Board 
which shall carry out the policy of the Minister 
and the National Health Council. , 

(iv) That the organization of the National 
Health Service contain as many central divisions 
as are deemed necessary, each under a director 
responsible to the National Health Board. 


(v) That there be established approximately 
twenty-four regional health administrations for 
the Union, each under a regional health’ officer 
responsible to the National Health Board who 
will carry out all the functions of the National 
Health Service appropriate to the region under 
his control. 

(vi) That the foundation of the personal health 
services supplied by the National Health Service 
be the Health Centre, with free choice of doctor 
within practical limits. 
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The Protection of Democratic Interests. 

6. (i) That there be established a National 
Health Council to assist and advise the Minister. 
(ii) That for each region there be a Regional 
Health Council, composed of representatives of pro- 
vineial and local authorities, voluntary organiza- | 
tions, and the corresponding Regional Health | 
Conference; such Council to be advisory to the 
Regional Health Officer, with right of appeal from 
his decisions in matters to be defined; and with 
right to elect representatives to the second and 
subsequent National Health Councils. 


(iii) That for each Health Centre there be a 
Health Centre Council composed of representatives 
of local authorities, local voluntary agencies, and, 
the Technieal Committee of the Health Centre. 


(iv) That for each hospital there be established 
a Hospital Advisory Board. 


The Protection of Professional Interests of the 
Technical Personnel. 

7. (i) That for each Hospital there be a Techni- 
cal Committee advisory to the Medical Superinten- 
dent, with right of appeal from his decisions in 
matters to be defined, and with right to elect repre- 
sentatives to (a) the Hospital Advisory Board, 

(b) the Regional Health Conference. 
| (ii) That for each Health Centre there be a 
‘Technical Committee of Management composed of 
élected representatives of the technical personnel 
working in or in connection with that Centre; this 
Committee to send representatives to (a) the Health 
Centre Council, (6) the Regional Health Con- 
ference. Ay ; 

(iii) That for each region there be an annual 
Regional Health Conference, composed of repre- 
sentatives of all health personnel working in the 
region, such Conference to be advisory to the 
Regional Health Officer on technical matters, with 
right of appeal in event of disputes, and to elect 
representatives to the annual National Health 
_ Congress. . 

(iv) That there be an annual National Health 
Congress, composed of delegates from the Regional 
Health Conferences and of representatives of the 
central administration, with powers— 

(a) to make representation to the National 
Health -Board -regarding purely technical 
matters; 

(b) to make representations, via the National 
Health Board, regarding policy to the National 
Health Council; 

(c) to make representations to the National 
Health Services Personnel Commission regarding 
appointments and conditions of service. 
(v) That there be a separate National Health 

Services Personnel Commission of three. 


Non-Personal Health Services. 

8. That, in order to ensure the adequacy and 
efficiency of the basic promotive and non-personal 
health services, the National Health Service be 
endowed with supervisory, advisory and inspectoral 
functions in regard to all services relating thereto. 


9. That the National Health Service be em- 
powered, in conjunction with appropriate public 
authorities and private agencies, to establish and 
maintain institutes of technical research into all 
matters relating to the promotion of human health 
and. the improvement of non-personal health 
services. 


10. That Provincial Councils shall retain and 
expand their functions as Minisgries of Local 
Government. : 


11. That the provision of non-personal health 
services be the executive responsibility of local 
authorities in all areas where there are constituted 
local authorities, and that in any area where there 
is no such authority the Provincial Administrator 


executive in regard to non-personal health services. 


_ sarily uniform for all areas, be set up, and that 
' Tegal provision be made enabling the National — 


\ as fundamental to our edifice. larg 
-number of subsidiary recommendations, however, © 
which appear in different parts of the report. 


be ipso facto regarded as the local authority for the 
purpose of carrying out non-personal health ser- 
vices in that area, EXCEPT in Native Trust areas — 
where the National Health Service itself shall be 


\ 
pee Pe Asia ma 


12. That for the guidance of local authorities 
standards of non-personal health services, not neces- 


Health Service itself to execute non-personal ser-— 
vices in case of serious default by a local authority — 
after due notice: the allocation of cost between the — 
defaulting ‘local authority, the Province and the 

National Health Service being determined at — 
leisure by an independent tribunal. 


13. We regard the foregoing recommendations — 
There are a large 


Owing to the diversity of subjects, an index has — 
been prepared which will be found helpful in ~ 
tracing these. - 

14. There is yet another group distinguished by — 
its absence, and the absence may cause momentary 
disappointment to many valued witnesses whose — 
problems have been discussed before us. “It was — 
necessary that we should gain some knowledge, — 
and form some appraisal of those problems; but — 
the specific disposal of all of them by a single Com- ~ 
mission would have been beyond the bounds of — 
possibility. In reality our -task was not to settle 
them, but to devise machinery by which they can — 
be settled. By means of this touchstone it will 
be found that whole categories of difficulties, per- — 
plexing under the old order, vanish under the new. _ 
Subject to human limitations, and apart from com- 
plications of an isolated or -local character, we 
believe that the system of services set out in the © 
report provides a solution, or the key to a solution, — 
of all the health problems which have been laid 
before us. 


| 3 4 
Notr.—Senator C. L. Henderson and Mrs. R. — 
Lugtenburg dissent from certain of the recom- — 

F 





mendations made above. Their views have been — 
set forth in the various chapters and in the Adden- 
dum of this report. 
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PAR VI. 


- ADDENDUM. 


ADDITIONAL REPORT SUBMITTED BY 
SENATOR C. L. HENDERSON AND 
MRS. R. LUGTENBURG. 





Te Provinces 1n tHE Nationa Heauru SERVICES. 
1. (a) Implicit in the majority report is the 
proposal that the Provincial Councils and Provin- 
cial Administrations will play no part whatsoever 
in the structure of the proposed National Health 
Services. They will merely retain their present 
powers over local authorities in connection with 
non-personal or environmental services. 


_ (b) The proposed structure visualizes a separa- 
tion of personal and non-personal services and an 


attempt is made to draw a dividing line between 


those two health services. The non-personal health 
services will not form an integral part of the 
National Health Service. 


With both these proposals we disagree. 


2. The inference is created that, if Provincial 
Councils are incorporated within the scheme, the 
service will not then be a national one but four 
different services with four differing policies. This 
is impossible when a national policy is framed 
which will be applicable to all the Provinces. We 
further contend that the incorporation of the 
Provinces will make it more national in the spirit 
of our democratic constitution in that the people 
will have a say at every level of administration. 


In this connection it is as well to keep our terms 
of reference before us. They require us to inquire, 
advise and report on :— 


‘1. The provision of an organized National 
Health Service in conformity with the modern 
conception of ‘ Health’ ...”’ 


and our attention is drawn to— 


 ** Gii) the relationship between the Union 
‘Department of Public Health on the one hand 
and the Provincial Administration and _ local 
Authorities on the other hand.”’ 


< 

The phrase ‘‘ organized National Health Ser- 
vice ’’ implies a service that is uniformly applicable 
to the whole of the Union, and does not exclude 
any provincial or local authority from taking a 
part in the administration and execution of the 
policy and plan laid down by a central controlling 
body. 

In our opinion the terms mean that the service 
shall be NATIONAL in its scope and ORGANIZED 
on a planned basis that shall correlate and co- 
érdinate our present patchwork system into one 
comprehensive simple scheme that will provide 
health services for all the people ‘‘ in conformity 
with the modern conception of health’’. It 
follows, therefore, that the incorporation of Provin- 
cial Administrations in the scheme will not affect 
the ideal of a national health service. 


3. The modern conception of health is not con- 
fined to personal health services but many other 
factors enter into the picture—principally, the non- 
personal or environmental services which are con- 
trolled by the Provincial Administration as Ministry 
of Local Government. In this connection Dr. 
Landau, Medical Officer of Health for Springs, 
stated in his memorandum : — 
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‘“ It must be realised that man cannot be dis- 
sociated from his total environment, physical, 
mental and sociological . . . it is essential that 
health services must be integrated with other 
essential services, the divorce of which from 
existing central and local government agencies 
would be exceptionally difficult, if not im- 
possible . ae 


4. An attempt has been made in Chapters 4, 21 
and 33 to divorce environmental services from 
personal services, thereby perpetuating a division 
in health services which must tend to overlapping 
in some places and the formation of gaps in others. 
True, an effort is made to bridge this division by 
giving the National Health Service powers of 
“COERCION ” over the environmental services 
which are in the hands of the Provincial Councils 
and local authorities, but we can only wonder 
whether this power can or will be used any more 
in the future than it was in the past. This would 
entail an inspectorate of one Government body 
over another, with its consequent and inevitable 
friction which would’ not tend to smooth working 
and could not be enforced without considerable 
danger to our Constitution. sno 


5. Much has been made of the statement made 
by Dr. J. A. Mitchell, Secretary for Public Health 
in 1919, wherein he asserted that :— ; 


‘“Tt would have been easier to organize an 
efficient Public Health organization had the 
Provincial Councils not existed.”’ 


That was twenty-five years ago, but it is no new 
theory in government, although it is incompatible 
with our democratic constitution. Other men have 
carried this sentiment to its logical conclusion and 
abolished Parliament, but we cannot say that it 
has been for the betterment of the people of the 
countries concerned. It may be that the present 
state of affairs has arisen from the fact that all 
health services do not operate through Provincial 
Councils. Mr. Smit, present Secretary for Native 
Affairs, in evidence was emphatic that there 
should be no excision of Provincial Councils from 
health services: he said :— 


‘*1o deprive the Provinces of these useful 
services would to my mind have a bad effect on 
the Native and as long as these bodies exist 
these matters should be left in their hands.”’ 


6. It is appropriate here to quote from the book, 
“ GOVERNMENT IN NEW ZEALAND 1940’, 
by a New Zealand authority, Leicester Webb :— 


Page 9: ‘‘ With the abolition of the provinces 
and the establishment of a national system of 
local authorities, the constructional period in 
New Zealand’s political development came to an 
end. The ensuing sixty years have seen little 
alteration in the form of political institutions 
and few additions to their number.. Political and 
administrative history after 1876 is in a large 
measure the history of the efforts of New 
‘Zealanders to make comfortable and convenient 
a house built for them by political architects 
influenced more by pre-conceptions than by 
immediate needs.”’ 


Page 129: ‘‘ In view of the subsequent history 
of the county system it must be regretted that the 
reaction against provincialism, and an uncritical 
willingness to copy rural local government in 
other countries caused the legislators of 1876 to 
ignore the suitability of the provinces, in point 
of geographic distinctness and community of 
interest, as administrative areas. Although more 
than sixty years have passed since the abolition 
of the provincial governments, provincial feeling 
has not been weakened and has in many respects 
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been intensified. Moreover, the great majority 
of State Departments which have decentralised 
their activities have done so on the basis of the 
provincial areas. Had the provincialists been 
less stubbornly and unreasonably opposed to any 
curtailment of the powers of the provincial 
governments, had they not defended so vigorously 
features of the provincial system which were 
indefensible, New Zealand et by degrees have 
evolved a system of provincia 

avoided on the one hand the conflicts of juris- 
diction interest in federalism and on the other 
hand the parochialism of local government.’’ 


7. This is a democratic country and our Consti- 
tution has been built up on democratic lines. It 
provides for Provincial Councils and __ local 
authorities, and they are there to be utilised for 
the benefit of the citizens. Not only do we con- 
sider that these. authorities should play their part 
in the service because of their constitutional posi- 
tion, but we are also convinced that a more demo- 
cratic, decentralised efficient organization, and one 
more acceptable to the people, will result. The 
people of the country want a service for the people 
run by the people. Provincial Councils are nearer 
to the people and because of their long and valuable 
experience in running hospitals and auxiliary 
institutions, are acquainted with the needs of the 
public, and would be the reply to those witnesses 
who feared a soulless central State service. 


8. It had been inferred that Provinces should 
only be concerned with hospitals in the narrowest 
sense of the word because of the reading of Section 
85 (v) of the South Africa Act, 1909, which states 
that Provincial Councils may make ordinances in 
relation to ‘‘ the establishment, maintenance and 
management of hospitals and charitable institu- 
tions ’’. 

It must be remembered that in 1909 the concep- 
tion of public health services was very limited 
indeed and _ hospitalisation was considered the 
maximum that could be expected from any Govern- 
ment in the way of health services, except for 
those environmental services provided by local 
authorities. Quite probably, if the present concep- 
tion of health had been existent in 1909, the Con- 
vention would have allocated ALL health services 
to the Provinces. ‘This opinion is fortified by the 
fact that in Section 85 (vi), the Provinces were 
made the Ministries of Local Government, practi- 
cally the only other authority that provided any- 
thing in the way of health services. 


9. Are the Provincial Administrations to be 
adversely criticized because they have adopted a 
wider outlook on the question of. ‘* hospitalization ”’ 
and extended their activities to embrace other 
health activities to the limit of their finances? They 
have stretched the meaning of ‘“‘ hospitals’’ to 
enable them to carry out these additional functions 
in order to bring to the people additional health 
services that no other State department provides. 
Rather are the Provinces to be commended for their 
willingness to meet the needs of the people. It 
must also be remembered that the Provinces spend 
more on health services in a year than does the 
Union Government. The comparative figures for 
the year ended March 3l1st, 1943, are as follows :— 


Union Government ... ... ... £1,930,000 
Provincial Administrations .. £2,310,000 


10. Much has been said in this report to belittle 
the contribution of the Provinces to the progress 
of health services throughout the Union, while 
here and there those efiorts have been damned 
with faint praise. Unfortunately, it appears that 
the present-day conception of health has been the 
yard-stick used to measure these efforts rather than 
the. struggle with restricted finances. If we are 
to become critical of the lack of health services 
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government which * 


rendered by the Provinces, that is not the whole — 
story. There are also other authorities who are 
responsible and who also fall far short of supplying © 
the needs of the people from the Public Health © 


Department down to the Village Council. We have 
no desire to be critical of the efforts of all these 


bodies, as it was well shown in evidence that prac- — 


tically all of them were restricted in their activities — 
when we 


by the lack of finance.’ Therefore, 


visualize a scheme that will cost up to £25,000,000 — 
it is not fair to take that as a measure of the efforts — 
of the various Health Departments of the past who — 


were restricted to an amount less than a sixth 
of that sum. 


11. In Chapter 25 it is indicated that the 


beddage of hospitals for Europeans is approaching 
adequacy, but comment is made on the inadequacy 
of beds for non-Europeans. This lack has also led 


to a public outcry on the question, but an examina- 


tion of the table in Paragraph 18 of Chapter 25 
indicates a remarkable achievement on the part of 
Provinces, assisted by mission hospitals. It shows 
that in 1927 the average ratio of beds for non- 
European population was only 1:3,553 and in 1941 
was 1:1,075. While the ratio is admittedly stil] 
unsatisfactory, these figures show that efforts have 
been made on an ever-increasing scale to meet the 
position. In this connection we cannot do better 
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than again quote Mr. Smit, Secretary for Native 


Affairs. 


He said, when questioned on this subject, © 


that ‘‘ nobody could have contemplated such a 
rapid growth in the demand for Native hospitali- 


sation within twenty years... . I received much 
more sympathy from a body such as the Natal 


Provincial Council than from the Department of — 


Public Health ... 


pitals) ... . ‘‘ and the mission hospitals are the 


.’ (in respect of mission hos-— 


mainstay of public health. services in the Native 


Reserves ’’. 


12. It would be only fair to say, then, that the 
Provinces have carried out the duties allotted to 
them in a most commendable manner, especially 
considering their restricted financial resources. It is 
inconceivable to us that all that wealth of know- 
ledge and experience which has carried this respon- 


sibility in the past should fail to be utilised within ~ 


the structure of a modern health service. A perusal 


} 
‘ 


of the evidence will indicate a considerable opinion — 
advocating the retention of Provincial Administra-— 


tions within the framework of the Health Services. 
The complaint running through all the evidence 


b 
. 


was not that the blame for the chaotic state of our 
services was to be attributed to any particular 
department or section, but that there were too many — 


conflicting authorities creating overlapping and 
gaps. Many witnesses, when faced with the position 


; 


of the Provinces, were only concerned with an effi- 
cient Health Service, no matter who provided it. 


Most were definite in their recommendation that the 


Provincial Councils were the appropriate’ bodies © 
to administer the service under a central controlling © 


and planning body. A number of organizations, 
amongst which are the South African Health 
Officials’ Association,, Johannesburg City Council 
and Medical Officer of Health, the Federale Vroue- | 
raad which includes the Suid-Afrikaanse Vroue 


Federasie, the Natalse Christelike Youle % 
the © 


Afrikaanse Christelike Vrouevereniging an 
Oranje Vrouevereniging, held this view. The Agri- 
cultural Union of Natal with ninety-eight affiliated 
branches said. ‘‘ There is an outcry for centralisa- 
tion but the administration must be given to the 
Provinces ’’. The Corporation of the City of Dur- 
ban said. “. .. of the three existing units of 
government, the Provincial Council would be the 
best qualified to undertake the administration of 
such a proposed health area or region. Assuming, of 
course, that the necessary financial, legislative and 
other implications were adjusted ’’. The report of 
the National Conference on the Poor White 
Problem held in 1934, recommended.— 















“ Central control with unified policy . The 
administration in the execution of this. policy 
must be decentralised and must be vested in the 
Provincial Administration.’ 


13. There is a mass of evidence pointing in some 
places to overlapping and in other places to gaps 
in our present health services, and showing that the 
multiplicity of authorities dealing with health 
matters has led to the chaos in the administration, 
with a consequent deterioration in the services 
rendered. -With this opinion we are in agreement, 
and therefore support the recommendation that 
there shall be a unified control, direction and respon- 
sibility. Such unified control, however, must be 
safeguarded from the evils of over-centralisation. 
The Medical Association of South Africa put the 
position very clearly and tersely in the memoran- 
dum they submitted to the Commission :— 


** They (the health services) must be all under 
one nationally organized central direction . . 
This must not be construed to mean excessive 
centralization of all control—that we consider 
is an evil to be carefully avoided. Direction 
should be centralized, activity decentralized.’’ 


14. In the majority report there will be only 
central direction and planning, functioning 
through Regional Councils, but there is no 
authority to bridge.the gap between the centre 
and the periphery. This, we feel, will not only 
tend to over-centralization with all its attendant 
evils, but will hamper the central organization in 
its duties of planning and directing by a cluttering 
of detail work that ‘could be eliminated by being 
dealt with nearer the periphery by Provincial 
Health Departments. Health is a personal matter, 
and the family is the unit. The nearer we can 
bring the administration to the unit, the more 
successful the service will become. 


15. A difficulty that has been envisaged if the 
Provinces are incorporated in the scheme is the fact 
that regions will have to follow Provincial boun- 
daries. We can see no difficulty in this respect as 
there must be boundaries somewhere, whether in 
Provinces or regions, and there will always be the 
border-line cases. With central planning and a 
common financial pool there will be no difficulty 
in this direction. The present difficulties are the 
result of separate financial and service policies. 
Such difficulties will not arise in a unified system 
where all will be bound up in the one structure 
with a common policy. 


16. We feel, therefore, that it is essential for 
Provincial Administrations to be incorporated 
within the -framework of the National Health 
Services, for the following reasons :— 


185 


_ (a) They have a vast experience of health | 


services. 


(b) They are nearer to the people and will 


relieve any central organization of much detail 
work. 


(c) It is the only sasthad of overcoming the 
meats of over-centralisation .so much feared by 
all connected with Government services. 


(2) Under the present constitutional structure 
it is the only method of correlating and codérdi- 
nating the personal with the non-personal or 
environmental services, thereby securing one 
ideal of comprehensive National Health Services 
organized to secure the greatest efficiency. 

(ec) The knowledge of the Provincial Admini- 
stration is essential to the successful delimiting 
of regions. 

_ (f) For an ideal health service an intimate 
relationship between family and physician is 
essential. For perfect functioning of this 
relationship, there should be a common back- 
ground for contact and trust, as many aspects 
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of the doctor’s work are psychological and socio- 
logical. When, as suggested in this report, a 
national health service is introduced, one of the 
factors establishing intimate contact between the 
public (groups of families) and State medical 
personnel (groups of doctors) is intimate con- 
tact within the great subdivisions of our 
political organization—the Provinces. The 
building-up of the Union from semi-autonomous 
Provinces historically establishes these Provinces 
as vital sub-units, which in the course of historie 
development have acquired some definite inefface- 

able characteristics. A successful service can 
only be administered by an authority cognisant 
of these characteristics, and the best results will: 
therefore be achieved.if the services form an inte- 
eral part of the work of the Provinces. Within 
the Province the service becomes a direct con- 
cern and an object of pride to the groups of 
families (the public) constituting it, and the 
service will be in many respects better adapted 
to local conditions and local needs. 


Where we have an absolute centralization of 
services, this intimacy disappears under the 
impersonal disinterestedness of a cold and auto- 
matic bureaucracy. 


(g) It is the desire of a large and represen- 
tative section of the public ‘that the health 
services should be administered by the Provincial 
Councils under central control. 


17. It is also suggested in the majority report 
that Provinces would be unwilling to codperate in 
a unified scheme as, up to the present, the Consulta- 
tive Committee has not reached unanimity on many 
matters which vary in the different Provinces, and 
that they will resent carrying out a policy imposed 
cn them from above. 


While admitting that there may be some 
difficulty in this respect, we cannot see how the 
present health services carried. on by Provincia! 
Councils can be taken away from them withou 
their consent, particularly in view of their attitude 
indicated in the resolution passed by the meeting 
of Administrators and Executive Committees men- 
tioned in Paragraph 36 of. Chapter 25. Facing 
these facts, it is still more difficult to understand 
how Parliament can be asked to legislate to deprive 
the Provincial Councils of their present health 
services in view of Act No. 45 of 1984, which 
replaces old Section 149 with a new Section, read- 
ing as follows :— 


‘“ PARLIAMENT SHALE NOT :— 


(a) alter the boundaries of any Province, 
divide a Province into two or more “rovinces, 
or form a new Province out of Provinses in the 
Union, except on the petition of the Provincial 
Council of every Province whose boundaries are 
affected thereby. 

(6) Abolish any Provincial Council or abridge 
the powers conferred on Provincial Councils 
under Section 8), except by petition to Parlia- 
ment by the Provincial Council concerned.’’ 


18. This difficulty also affects our proposal for a 
unified control with decentralization through 
Provinees and regions. We believe, however, and 
have faith in the Provincial Administrations that 
they are as interested in public health as any other 
and for the common good they would agree to fall 
into line with a unified service, uiete | they were 
given a measure of consideration compatible with 
their position in the constitutional government of 
South Africa. With this attitude of approach to 
this thorny problem we feel it would be more effec- 
tively solved than by the other method that i is pro- 
posed—namely, to deprive them of a service of 
which they are naturally proud, and merely allow 
them to retain those environmental services to be 
carried on under the shadow of the “‘ big stick ”’ 
of ** COERCION ”’’. 


AOOENDUM. 


19. A further obstacle that appears to arise is 
the financial arrangement. Our attention has been 
drawn to the Roos Report of 19384, which stated 
that half the cost of any service should be raised 
by the Province and the Union subsidy should not 
exceed the other half. 


We cannot accept the dictum that the recom- 
mendation of the Roos Report are like the laws of 
the Medes and Persians; in fact they have not been 
accepted as such by the Union Government, which 
has on more than one occasion departed from this 
principle, and in this great human service the 
question of finance should not be allowed to be the 
governing factor. If we are to shape our health 
services according to restrictions and vagaries of 


orthodox finance, then we cannot foresee any SUC- 


cess, no matter arhiat structure is created. 


It is clear, however, that more money will be 
required for health services, which are to be free 
to all, than is required by our present patchwork 
system. The most desirable method of financing 
this service is through the Union Government, and 
a Health Fund should be created for the whole 
service. The only alternative is to have each 
authority—Union, provincial and _ local—contri- 
bute in equal parts to the common pool out of which 
the service can be financed. 


We deprecate the latter course as it means three 
taxing authorities for one service, and would be 
highly unsatisfactory both from an administrative 
point of view and from the tax-payers’ outlook. 


The following is on broad lines the structure we 
propose for the National Health Services :— 


PARLIAMENT. 


MINISTER 
FOR WELFARE. 
(Health and Social Welfare.) 4. 
| 


NATIONAL HEALTH 





PERSONNEL 
COMMISSION. 
COUNCIL. 


EEE SE LEI LOOT CL ET 
Pe NATIONAL HEALTH 
BOARD. 





SPECIALIST NATIONAL AND 


SUPRA-REGIONAL 
DIVISIONS. HOSPITALS. 





PROVINCIAL 
COUNCILS. 


ae een x 


PROVINCIAL 
HEALTH DEPARTMENTS. 


‘ REGIONS. i 


LOCAL AUTHORITIES ae HEALTH CENTRES 








City and 
Tien capable of carrying to control and 
Councils. out Non-personal administer Personal : 
Services, Services. 





conformity with the general plan. 


Parliament shall be «the supreme body of the 
National Health Services and shall legislate on 
broad lines for free health services for all the 


citizens of South Africa, such services to be 
acknowledged as the citizen’s right. 


The Minister shall be the final executive aa 
responsible authority subject only to Parliament. 
He shall have to assist him a National aul 

e 


Council, as provided for in the main report 


The National Health Board shall be a full-tim 
body consisting of four members, with the Chief 
Director of Health Services as permanent Char 
man. 


Provincial Councils w ill carry out oan and | 
non-personal health services through their Health 
Department under a Provincial Director. 2 


This is the only way in which these two ccctiangl 


of public health can be correlated and satisfac- 
torily administered. Their powers will be delegated © 
to them by the higher authority to administer all 
personal health services, and with their present 
powers over non-personal health services the two 
functions then become one. The Provincial Coun-— 
cils will have power to carry out their functions 
subject to the overriding authority that they shall 
not be able to pass any legislation that is not in 
All services 
in each Province shall be of equal standard. 

They shall be required to set up Regions as set 
out elsewhere. Until such regions are established, ~ 
the Provincial Council shall -be the regional 
authority. 


Regions shall be sone up in accordance with the 
general plan. : 


Health Centres shall be bite bene at convenient 
points throughout the region in accordance with — 
the general plan. 


Local Authorities.—Any local authority which is 





_ able to carry out efficient non-personal health ser- 


vices shall have these powers allocated to it by the 
regional authority, who will still retain supervisory ; 
and inspectoral duties over them. 


Where the local authority is too poor, or for any - 
good reason unable to carry out those non-personal 
services, the regional authority then becomes the - 
local authority for this function, as well as for 
personal services. 


In this scheme, personal and non-personal — 
services are correlated at the important poimt—_ 
namely, where the service meets the citizen. We. 
thus prevent any overlapping or “‘ passing the 
buck ’’, as in the finality the Minister is respon- 
sible. Regional officers will be able to codrdinate ~ 
the services of both sections, thereby adding to the - 
efficiency of both. Provincial Councils will have © 
all the advantages of a combined service, and we 
have no doubt that, under such a scheme, the sug- 
gestion to have all health officials registered with : 
the Personnel Commission will be acceptable. We 
cannot visualize this combination under any other — 
scheme within our present constitutional structure. 


Further, this method does meet our constitutional — 
position and follows the best procedure of central : 
planning and control with decentralized adminis-— 
tration. a 

(Signed) C. L. HenpnErson. 
(Signed) R. Luerensure. 


(Signed) N. Reever, Secretary. 
23rd. May, 1944. 


: 


Cape Town, 
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ANNEXURE “A” 


LIST OF WITNESSES. 








Name. Place. 
POR Oe IC ries ey ee ew Pd Tzaneen. 
African General Workers’ Union......... Kimberley. 


Kgosi, G. M., Esq. 
Malunga, A. B. F., Esq. 
Afrikaanse Christelike Vroue-Vereniging. 


Aberdeen. 
Aldum, 8. R., Mrs. 
Mohr, P. 8., Mrs. 
De Aar. 


Du Plessis, M. H., Mrs. 
Executive Committee. 

Lambrechts, H., Miss. 

Malan, S. E., Mrs. 

Rothmann, M. E., Mrs. 

Schumann, L. W. H., Mrs. 

Steyn, H. P., Mrs. 
Garies. 

De Vos, G., Rev. 

De Vos, J. A., Mrs. 

Van der Westhuizen, A. E., Mrs. 
Springbok. 

Stals, A. J., Mrs. 

Van den Heever, D. F., Mrs. | 


Worcester. 
. Engelbrecht, ea H., Mrs. 

A tris Peoples’ Organisation. 
Abdurahman, A. E., Esq. © 
Davids, J. J., Esq. 

Gow, F. H., Dr. 
Kay, J. W., Esq. 
Maurice, 8. G., Esq. 
Agricultural Associations and Unions. 
Aberdeen Women’s Agricultural Association. 
Schoeman, 8. J., Mrs. 
Terblanche, J. E., Mrs. 

Cape Province Agricultural Association. 
Moolman, J. H., Esq. 

Cape Province Women’s Agricultural 
- Association—Kumberley District 
Circle. 

~ MacRobert, K. S8., Mrs. 

Eastern Agricultural Union. 

Pugh, H. 8., Esq. 
Garies Women’s Agricultural Union. 
De Vos, G., Rev. 
De Vos, J. A., Mrs. 
-Van der Westhuizen, A. E., Mrs. 

Graaff-Reinet and Bethesda Women’s 

— Agricultural Association. 
Esterhuyse, D. C., Esq. 
Luscombe, A., Mrs. 

Midlands Agricultural Union. 
Lance, G. L., Esq. 

Natal Agricultural Union. 
Botha, J. J., Esq. 
Compton, C. M., Major. 
Scott, H. W., Esq. 

North-Eastern Agricultural Union. 
Dorrington, L. 8., Esq. 
Phillips, A. W., Esq. 

Northern Agricultural Union. 
Radloff, C. W., Esq. 
Scholtz, J. J., ‘Esq. 

South African Women’s Agricultural 
Umion. 

O’Connor, Edith, Mrs. 

- Springbok Women’s Agricultural Union. 

Immerman, M., Mrs. 
Schikkerling, P,, Mrs. 
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Name. Place. 


Agricultural Associations and Unions— 
(continued). 


Winter Rainfall Agricultural Union. 
Rossouw, G. J., Esq. 


Algemene Armsorg. 
Albertyny SoHo Bey oo oo ote on Transvaal. 
Angereon. Ke: Ogre wd oe are - Springbok. 


Apostolic Faith Mission of South Africa. 
Du Plessis, D. J., Esq. 
Preller, A. W., Esq. 
Schoeman, A. J., Esq. 
Vermeulen, G., Esq. 
Waitin Re 1D Ade, aR ae a Un Ficksburg. 


Associated. Pharmaceutical Societies of 
South Africa. 
Deneys, M., Miss. 
Dunkerton, R. B., Esq. 
Hodson, W. E., Esq. 
Kramer, A., Esq. 
Last, W., Esq. 
Paterson, W., Esq. 


Association of Chambers of Commerce of 
South Africa. ’ 
Kidd, W. W., Esq. 
Mulliner, C. A., Esq. 
Skeeles, W. R., Esq. 


Association of Divisional Councils. 
Duminy, C. W. T., Esq. 
Kiddie, A. C., Esq. 

Malcomess, M. H., Esq., M.P.C. 
Muller, B., Esq., M.#.C. 
Raubenheimer, H. G., Esq. 


Association of Scientifie Workers of 
Southern Africa—Johannesburg Branch. 
Brandt, F. A., Esq. 
Finlayson, N. H., Major. 
Fulbech, A., Esq. 
Goldberg, L., Dr. 
Lewis, G., Dr. 


myenree dLc DP eb ars oa et ee Se Cape Town. 
1a a0) <0 OA 9 IPAS 5 nag Serge an acer ey A haart Springbok. 
Bantu Traders’ Association............. Kimberley. 
CV Ctar ea MANE. res Cette cs bea > Sa Barkly West. 
OUP Pa Meet cg feos Daas ORR. «rane i... 0). PYObOFia. 
PROUT). FISK. inc sg ees SR. es Pretoria. 
Bevan, C. de MMe an do. aah alee Johannesburg. 
Beyers, ig A, eA, Sa NeRea ea Kroonstad. 
Biesenhach. PsN Wade. so... shake ws Worcester. 
Biggs, D. R., Meee ea hoe Louisvale. 
Bishop of Zululand : Bloemink, R.G. Esq. Pretoria. 
TIGR WEE Ae Gy aalG ss vc sso a hase eee ys Middledrift. 
Borcherds, W. ic beated B Paaueaey Beavers ceicaie Sn ere aa Upington. 
Dari ah Sd V8 CARY 0 DR rea Naame RO rane NA Duivelskloof. 
Botha, Sigean, Chief... 0.6.2.3. 02.-... Eastern Pondo- 
land. 
BowKor, sb. 1, 1 Pega Po see, Las Grahamstown. 


Breyten Coalfields Medical Benefit Society. 
Wilson, R., Esq. 


Tint On Way Ma] OF pavwie nc ot ewan odkewe Cape Town. 
Brookes, Edgar H., Senator, The Hon. Dr. Natal. 
Burman, Herbert, Esq., M.P.C......... Port Elizabeth. 
BUIro Wester ART Ohs ae hae cs sree Durban. 
Euttonteaey 4. DE Gos rs vole a Kingwilliams- 
town. 
Batler, Charles, Hisq v.02 3 0065-0000 see Cradock. 
Campbell, William, Dr........5......58 Cape Town. 


Cape Mental Hygiene Society. 
Berman, §8., Dr. 
Kooy, F. H., Dr. 


Cape Midlands Area Development Association. 
Schauder, A., Esq. 


Cape Province Federation of Labour 
Unions. 
Benischowitz, M. I., Dr. 
Fourie, J., Miss. 
Rose, A. W. H., Esq. 
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Cape Province Tuberculosis Council. 
Chubb, E. M., Dr. 
Marais, D. P., Dr. 
Pomeroy, A. W., Esq. 
Strafford, Hewitt, Dr. 

Care of Cripples in South Africa. 


Eastern Province Branch. 
Anderson, B. K., Esq. 
Treharne, 8. D., Mrs. 


Natal Provincial Cripples Care Association. 
Allan, A. L., Dr. 
Pearson, M. G., Dr. 
Webb, Maurice, Esq. 

National Council. 

Bell, H., Dr. 
Conradie, J. H., Mrs. 
Du -Toit, G. 2, De. 
Edelstein, J. M., Dr. 
Fouche, F. P., Dr. 
Horwood, H. C., Mrs. 
Te Water, C. T., Esq. 
Wilkinson, D., Miss. 


Orange Free State Society in Ard of 
Crippled Children. 
Krause, Emilia, Dr. 
Transvaal Branch. 
Kerr, A., Mrs. 
eae L., Miss. 
Chater, S. W., 
Child Welfare Societies. 

Aliwal North. 

Buys, B. P., Esq. 
Wilhelm, A., Miss. 

Bethlehem. 

Du Plessis, H. 8. L., Mrs. 
Smuts, F., Mrs. 

Durban: Bantu C.W.S. 
MacDonald, F. M., Mrs. 
Palmer, M., Mrs. 

Sililo, A. J., Esq. 
Sililo, I., Mrs. 

Ermelo. 

Moolman, 8. P., Mrs. 
Van Rooyen, H. AS zee 


Graaff-Reinet. 

Blignaut, H., Dr. 

Greeff, M. C., Miss. 
Grahamstown. 

Barrett, Inez, Mrs. 
Kokstad. 

Moore, R. d:; Rev: 


Ladysmith. 
Maarschalk, E. 8., Mrs. 


National Council. 


Heymann, Seymour, Dr. 
MacKenzie, L. M., Miss. 
Port Alfred. 
Purdon, H. H., Esq. 
Stocks, H. R., Esq. 
Port Elizabeth. 
Haslop, 8., Mrs. 
Jordaan, L., Mrs. 
Chinese Community of the Witwatersrand 
and Transvaal. 
Kan, L., Esq. 
King, L., Esq. f 
Kingman, Lai, Esq. 
Sergay, H., Dr. 
Christelike Welsyns Raad.............. 
Viljoen, A. E., Mrs. 
Worst, G. D., Rev. 


Potchefstroom. 
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' Collie, James, Esq. O.B.L50.).9eeee 


-De Vos, G. M., Mrs....... |. Jat? oie 


% 
Name. Place. 
Christian Council of South Africa. 

Executive Committee. % 
Aitken, R. D., Dr. e. > 
Bennett, H. M., Rev. Dr. : 
Cooper, W. C. J., Esq. ; 
Drewe, F., Rev. Dr. 7 
Grant, E. W., Rev. ‘ 
MacVicar, Neil, Dr. © ) A 


Rosset, J. A., Dr. 
Whelan, W. P., Very Rev. Father. 


Grahamstown Auailiary. 
Alderson, C. W., Rev. 
Jacques, G. P., Rev. 


Citizens Housing League............... 
Adams, M., Esq. 
Andrag, E., Mrs. 
Creed, L., Mrs. < 
Lavis, 8. W., Rt. Rev. Bishop. 
Steyn, H. M. P., Mrs. 


Citizens Housing League Utility Co. 
Batson, Edward, Prof. 
Rossouw, J. D., Esq. 
Steyn, H. M. P., Mrs. 
Te Water, C. T., Esq. 


Citrus Board. 
Allwright, Winston, Esq. 


¥ 
ig i oe ee ee 


= 


it. 


a ttt ate at eS 


Johannesburg. 
Johannesburg. 
Pretoria. 
Upington. 


— 


Collins, A. D., Esq., B.Se. (Agriculture). . 


Communist Party of South Africa. 
Sacks, G., Dr. 


De Beers Consolidated Mines, Ltd. pg 
Farrer, EH. H., Esq. 
Lardner, Burke, H. F., Esq. 
McHardy, D., Esq. | 


Deciduous Fruit Board. 

Clark, C. J., Esq. 

Van der Willigen, V., Esq. 
De’ La ‘Bat; .G:, Rev. /3:. 2%. aaa 5 
Dental Association of South Africa. 


Cape Eastern Branch. . . 
Blazey, L. W., Dr. . 
Reid, N., Dr. 4 
Seagull, V., Dr... 
Smith, L. W., Dr. 
Watson, B., Dr. 


Federal Council. 
Bird) Re-Ve Dros 
Du Plessis, J. J., Dr. 
Du Plessis, 8. J., Dr. 
Forsyth, G., Dr. 
Fraser, Gordon, Dr. 
Hofmeyr, B., Dr. 
Laing, Jean, Dr. 
Speck, F., Dr. 


Kimberley. 


Worcester. 


Tzaneen. 
Bloemfontein. 
Tzaneen. 
Johannesburg. 


Dickie-Clark, W,, Esq-......- 7.922 seee 
Dilley, 7 Mis..3)5.05....5 00 er 
District Nursing Association............. 
Anderson, M., Miss. 
~ Solomon, Hugh, Mrs. 
Divisional Councils. . 
Aliwal North. 
Naude, P. J., Esq. 
Steenekamp, T. J., Esq. 
Bathurst. 
_ Purdon, H. H., Esq. 
Stocks, H. B., Esq. 


Bedford. 
Farr, R. E., Esq. 


— eR a es 





Name. Place. 
Divisional Councils——(continued). 
Cape. 
Bode, W. J. E., Esq. 
De Villiers, J. P., Dr. 
Duminy, C. W. T., Esq. 
Owen, G. O., Esq. 


Colesberg. 
Van Zyl, J. W., Esq. 
Cradock. 
Badenhorst, F., Esq. 
Metcalf, J. F., Esq. 
Thornton, G. O., Dr. 
East London. 


Hall, A. P., Esq. 
Moorshead, P., Esq. 
Slaven, J.,-Esq. 
Stevenson, R. V., Dr. 


Fort Beaufort. . 
Malan, J. N., Esq. 
Gordonia. 
Louw, J. J., Esq. 
Rossouw, W. J., Esq. 
Van der Merwe, 8., Esq. 
Kimberley: . 
Hicks, F., Esq. 
Kiddie, A. C., Esq. 
Kingwilliamstown. 
Radue, D. C., Esq. 
Weir, A.S., Esq. 
Knysna. 
Bester, W. A. H., Esq. 
Serfontein, A. J., Esq. 
Middelburg (Cape). 
Du Plessis, D. P., Esq. 
Namaqualand. 
Gordon, I., Esq. 
Kotze, A. J., Esq. 
Port Elizabeth. 
Harwood-Nash, D., Dr. 
Martin, A. J., Esq. 
Wiseman, L., Esq. 
Victoria Hast. 
Matthews, H. E., Esq. 
Watson, N. M., Esq. 
Worcester. 
Du Toit, W. de Vos, Esq. 
Weymar, D., Esq. 
SOR 0 0 SR a Kroonstad. 
DS Socrates Te) et ae rr Lichtenburg. 
Durban Chamber of Commerce. 
Bawden, W. P., Esq., M.P.C. 
Graham Cook, A., Esq. 
Mitchell, R., Esq. 
Newton, H. E., Esq. 
Scully, G. C., Esq. 
Durban Indian Municipal Employees’ 
Society. 
John, T. S., Esq. 
Singh, George, Esq. 
Singh, 8. L., Esq. 


SUE Wn SE ss Benoni. 

Dyke, R. A., Moore, Dr......... Peer gets Johannesburg. 
Be lliny tra teres) PIs as ee bale need Durban. 
TEEN ey! Ih sla Noy aga Port Alfred. 

ES iis lg Al OE Sieg iio ea Port. Elizabeth. 


Farmers’ Associations. 


Central Farmers’ Association. 
Marais, W. 8., Esq. 
De Aar Farmers’ Association. 


Marais, W. S., Esq. 


Duivelskloof Farmers’ Association. 
Pohl, W. P., Esq. 
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Name. Place. 
Farmers’ Associations —(continued). 


Eastern Border Farmers’ Association. 
Fletcher, M., Esq. 
Muscott, W., Esq. 


East Griqualand Farmers’ Congress. 
Smallwood, B., Esq. 
Stanford, W. E. , Esq. 


Gemsbokkolk Farmers’ Association. 
Jordaan, L., Mrs. 
Liebenberg, M., Esq. 
Van der Merwe, E. J., Esq. 


Jansenville Farmers’ Association. 
Ksterhuyse, D. C., Esq. 
Luscombe, A., Mrs. 


Karoo Farmers’ Association. 
Marais, W.8., Esq. 


Kei Road Farmers’ Association. 
Blaine, J., Esq. 
Johnston, W. W., Mrs. 
Lower Albany and Bathurst Border 
Farmers” Association. 
Gleaves, T. W., Esq. 


® Mount Currie Farmers’ Association. 
Smallwood, B., Esq. 
Stanford, W. E., Esq. 


Queenstown Farmers’ Association. 
Shaw, T., Esq. 
Spence, L. G. B., Esq. 


Rhynosterpoort Farmers’ Association. 
Van Niekerk, J. A., Esq. 


Somerset Hast Farmers’ Association. 
Esterhuyse, D. C., Esq. 
Luscombe, A., Mrs. 


Tylden Farmers’ and  Stockbreeders’ 
Association. 
Filmer, G. A., Esq. 
Whittlesea Farmers’ Association. 
Duncan, J. W., Esq. 
Scott, A. F., Esq. 
Haweett: WR. M; Hsq.P oO ..ese sas. «. Kokstad. 


Federale Vroue Raad. 
Broers, 8. B., Mrs. 
Coetzee, S. E., Mrs. 


Federation of Ratepayers Associations... 
Endemann, F., Esq. 
Muller, J., Esq. 
Patmore, J., Esq. 
Scott, H. L., Esq. 

Federation of Women’s Institutes........ Natal. 
Brink, J. C. L., Mrs. 
Dent, E. E., Mrs. 


Pinta Nee Ur a ocekticd eo titers mee oer Johannesburg. 


Food and Canning Workers’ Union....... Cape. 
Alexander, R., Miss. 
Andrews, A., Mrs. 
Arendse, Eva, Miss. 
Kearns, Betty, Miss. 
Marquard, Frank, Esq. 
Van Graan, M., Esq. 
Williams, Bertha, Miss. - 


Hreed ae Were heen. ecg ene aed eet Johannesburg. 


Friends of the Sick Mabeiation ge oe Durban. 
Pillay, P. T., Esq. 
Schofield, J. ‘0., Esq. 
Sykes, P. C., Esq. 
Thandroyen, B., Esq. 
Gillman, J., Dr.. .sseeeees..- JOhannesburg. 
Godfroy- Harris, M. M., Mrs. Pe ere dn aoe a Pretoria. 
Graafi-Reinet Sg libs Association. 
Ksterhuyse, D. C., Esq. 


Gregorowekiy. Wi, RGV?.. 5.025280 2. Sy O’okiep. 
Hare, W. D., Capt., 1 aps Pee a ee Cape Town. 


. Pretoria. 


Haupt, W. H., LIPS eae v Sach hss Meee . Nongoma. 


ANNEXURE ‘‘ A ”’. 


Name. Place. 


Healdtown Missionary Institution. 
Omond, J. L., Esq. 


Health Committees. 

Edendale (Natal). 
Allsopp, F. M., Mrs. 
Forsyth, R. I., Mrs. 


Henchman, H..D:, Rev... <)>. ... 52.2. ene nee 
Hesketh, Ei. Mira. 2.02. 2 ae Cape Town. 
Hodges, A. H., Hsq...-3ic tae eae Durban. 
Holder, WP Bisgo- 53 aaa tee Cape Town. 


Honorary Medical Staff, Groote Schuur 


Hospital oo 5. oo) sos aes ee Cape Town. 


Luckhoff, J., Dr. 
Marais, D. P., Dr. 
Hospital Boards. 

Aliwal North. 
Heucamp, A., Dr. 
Marcow, A., Esq. 

Bethlehem. 

Smuts, F., Esq. 

Cape. 

De Wet, J. M. B., Dr. 
Holder, W. P., Esq. 
Horwood, H. C., Mrs. 


Cradock. 
Malherbe, J. H., Rev. 


De Aar. * 
Du Plessis, P. J., Rev. 
Van Zyl, A. B. W., Dr. 

East London. 

Pearce, J. F., Esq. 
Tremble, J., Dr. 

Ermelo. 
Hardiman, J., Esq. 
Pienaar, W. C. de Wet, Dr. 

Ficksburg. 

McElrath, E., Mrs. 

Fort Beaufort. 
Dugmore, J. C., Esq. 
Malan, D. J., Esq. 
Pedlar, L. J., Esq. 


Garies. 

De Vos, G., Rev. 

De Vos, J. A., Mrs. 

Van der Westhuizen, A. E., Mrs. 
Gordonia, ‘ 

Borcherds, W. M., Dr. 

Korkie, P. J., Esq. 
Graaff-Reinet. 

Naude, A. L. te Water, Dr. 
Johannesburg. 

Barnes, H., Esq. 

Brebner, I. W., Prof. 

Dauth, D. J., Dr. 

Solomon, Hugh R., Esq. 

Wolstenholme, W., Esq. 


Kingwilliamstown. 
Barnes, F. C., Esq. 
Bligh Wall, C.P., Dr. 


Lichtenburg. 
Potgieter, T., Rev. 
Lovedale. 
Cooper, W. C. J., Dr. 
Ryan, Dorothy, Dr. 
Salinger, P., Dr. 
Middelburg (Cape). / 
Du Plessis, D. P., Esq. 5 
Mount Currie 
Bosman, J. T., Dr. 
Curwen, H., Dr. 
Verney, F. A., Esq. 


Name. Place. ; 
Hospital Boards—{continued). 


Pietersburg. 
Cohen, M. H., Esq. 
Eckard, A. W., Rev. 


Port Elizabeth. 
Craig Bain, 8., Esq. 
Harris, Norman, Esq. 
McLean, J. H., Dr. 
Welham, L., Esq. 


Queenstown. 
Glover, T. H., Esq. —~ 
Van Schalkwyk, J. M., Dr. 


Springbok. 
Van Heerde, P., Esq. 


Umtata. 
Bevan, C. E., Esq. - 
Drysdale, B. L., Miss. 
Joubert, J. D., Dr. 
Philp, L. J., Esq. 
Shearar, F., Dr. 
Tonkin, A. H., Dr. 





Hospitals. 


Benedictine Mission Hospital, Nongomna. 
Geiger, Alan, Esq. 
Kafer, J.S., “Mother. 
Katz, ‘E., Dr. 4 
Ruben, A., Dr. 7 i 
Betania Mission Hospital, Dundee. | 
Hallendorf, A. G., Sister. 
Bridgman Memorial Hospital, J ohannesburg- 
Carlisle, C., Dr. 
Johnson, Karlton C., Esq. 
Tayler, J. Dexter, Dr. 


Diggers Field Hospital, Bakerville. 


Bekker, P. C., Esq. ; : 
Donald Fraser Memorial Hospital, . 
Sibasa. ; : 
Aitken, R2D{-Dr 


Glen Grey Mission Hospital. — 
Demont, Francis W., Bishop. 
Foullois, E., Dr. 

Hoffend, P. M., Father. 
Ward, F., Father. 


Holy Cross Mission Hosjntal. . | 
-  Drewe, F.S8., Rev. Dr. q 
Duffield, J., Dr. : 
Houghton, H. M., Col. 
. Norton, H.-E., Rev. 
Veel, J. K., Dr. 


St. Francis’. Mission Hospital, Alacge North. 
Demont, Francis W., Bishop. ’ 
Heukamp, A. Der. 

Ward, F., Father. 


Umlamli Mission Hospital, Herschel. 

Demont, Francis W., Bishop. 

Ditton, M., Dr. 

Heucamp, A., Dr. | 

Ward, F., Father. 
Hostel Committee ........-0.20++ena suai De Aar. 

Du Plessis, P. J., Rev. 

Marais, W. S., Esq. 
Hugo, Hod 4 Desc: viewers ss oo ee Pretoria. 4 
“anter,..D) A -, Miad,. <i. s.s +. ae Lovedale. ; 
Husserl, Helmuth, Dr........... Pret 6) ‘Cape Town. | 


1 
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ee eS 


vv. ee 
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Eatt, Wino Prot. .- ee eee Cape Town. 


Indian Social Welfare Association........ Johannesburg. 
Francis, B,, Miss. 7 
Hoernle, A. W., Mrs. 
Jajbhay, M., Esq. 

Katz, E., Sister: 
Sigamoney, B. L. E., Rev. 
Tavaira, K. J., Esq. 





Name. Place. 


[Indo-European Council, Durban Branch. 
Kajee, A. I., Esq. 
Lazarus, A., Esq. 
- Morel, P., Mrs. 
Webb, Maurice, Esq. 


Institute of Municipal Treasurers and 
Accountants, S.A. (Incorporated). 
Bayley, R. D., Esq. 
Carine, W., Esq. 
Gray, H. M., Esq. 
Green, E. , Esq. 
Holmes, L Q., Esq. 
Jenvey, P. E., Esq. - 
Pern, R. N., Esq. 
Walker, R.S., Esq. 


Institute of Sewage Purification (South 
African Branch). 
Dekema, C. J., Esq. 
De Vaal, Lie M., Esq. 
Hamlin, E. J., Dr. 
Nelson, H., Lieut-Col. 
Wilson, H., Esq. 
Pretoria. 
Lamont, W. J., Esq. 
Theron, L. , Esq. 
Tucker, J. E. K., Esq. 
Van der Merwe, H. P., Dr. 


LENCE 0 0 ens aes Cape Town. 


Johannesburg Child Guidance Clinic. 
Daniell, G., Mrs. 
Lejeune, Y., Miss. 
Philips, J., ‘Mrs. 


Johannesburg Coronation Dental 
firmary. 
Fraser,.Gordon, Dr. 
Laing, Gordon D., Dr. 
Speck, F., Dr. ., 


Johannesburg Social Welfare Board. 
Coetzee, P. 8. Z., Rev. 
Hoernle, W., Mrs. 
Murray, D. N., Esq. 
Rowland, M. C., Col. C.M.G. 
Taylor, J. D. , Dr. 
Van den Berg, S. M., Miss. 


Joint Council of 8.A. Teachers’ Association 
and Suid Afrikaanse Onderwysersunie. 
Cillie, G. G., Dr. 
De Kock, P. E., Esq. 
Wahl, L. L., Esq. 
Waters, I., Miss. 


In- 


Dundee. 
King Havard VII Order of Nurses. 


Executiwe Committee. 
Conradie, J. H., Mrs. 
Perry, F. A., Mrs. 
Roberts, F. M., Miss. 


Natal Provincial Committee. 
Clark, Mildred, Dr. 
Strachan, D., Mrs. 


a OUre ee See EIT AG.. yc eee ce eee 
SRG CS ON SE se Re a ae 5 


Ladysmith Native Nursing Servi ice. 
Gibbings, M., Mrs. 


La Grange, C. de V., Esq... 
Langschmidt, HE. H., Dr.... ee 
Leeke, Margaret, Miss.................. 
UST oe) el 0 a SR ee a 
Lichtenburg High School. 
Potgieter, T., Rev. 

Local Authorities (see Divisional Councils, 
~ Local Health Commission, Municipali- 

ties, Town Boards, Village Management 

Boards). 


Bethlehem. 
Worcester. 


... Steinkopf. 
..» Knysna. 


Knysna. 


Johannesburg. 


Johannesburg. 
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Name. Place. 

Local Health Commission, Natal. 

Boshoff, J. C.,. Esq. 

Norman, A. R., Esq. 

Wadley, T. M., Esq. | 
Location No. 2 Advisory Board.......... Kimberley. 

Oesi, I. J., Esq. 
Boubsen dy No W.. Dtieioes atee ee vee Bethlehem. 
Lovedale Missionary Institution. 

Shepherd, R. W., Rev. Dr. 
Lucas, Caroline, Mrs........ . Johannesburg. 
Lucas, F. A. W., Advocate. . . Johannesburg. 
Luyt, G. J., Inr., 11s oe ee Pog ee see 
McGlashan, W. F., ee SO Sey EX ppp Seymour. 
MeGragor Mary Drs. 51, once ees Umtata. 
Mac Vite COIR cets anise iat c mame axe Wis Johannesburg. 
Magistrates. 

Alvce. 


Bunn, H. E., Esq. 
Barkly West. 

Pratt, G. B., Esq. 
Ermelo. 

Van Rooyen, H. A. , Esq. 
Grahamstown. 

Titterton, C. P., Esq. 
Kimberley. 

Chisnall, T. M., Esq. 
Kingwilliamstown. 


Tod, A. B., Esq. 
Letaba. 

Geard, F. C. W., Esq. 
Lichtenburg. 

Van Schoor, 8. J. H., Esq. 
Springbok. 


Jooste, C. J. J., Esq. 


Macnupes 01, NEES 2 Sails cote es ae 
LL PAUEYE 8 9 Sal RED 2 OR gm Oe 
Matis Porothy:. Missy .2skek ok. as 


Medical Association of South Africa 
(B.M.A.). 


Border Branch. 
Hollis, H. J., Dr. 
Smythe, G. J. C., Dr. 
Wagner, G. F. H., Dr. 
Border Branch, Transkei Dwision. 
Joubert, J. D., Dr. 
Mears, A. R. R., Dr. 
Paterson, R. L., Dr. 
Tonkin, A. H., Dr. 


Cape Eastern Branch. 
Britten, Ella, Dr. 

Cape Western Branch. 
Batson, E., Prof. 
Charnock, F. 8., Dr. 
Crichton, EK. C., Prof. 
Dunn, Dr. Dowie 
Forman, F., Prof. 
Goldberg, A. L., Dr. 
Grieve, J. Muir, Dr. 
Higgins, T. Shadick, Dr. 
Impey, R. L., Col. 
Marais, D. P., Dr. 
Purcell, F. W. F., Dr. 
Robertson, W., Dr. 
Rabkin, J. W., Dr. 
Van Roojen, J., Prof. 


Federal Council. 
Brock, J., Prof. 
Cluver, E. H., Dr. 
Gie, J. C., Dr. 
Harvey-Pirie, J. H., Dr. 
Jooste, E. Z. J., Dr. 
Schulenburg, A. C., Dr. 
Tonkin, A. H., Dr. 


Port Elizabeth. 
Utrecht. 
Johannesburg. 
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Name. Place. 
Medical Association of South Africa 
{B M.A.)—(continued). 
Natal Coastal Branch. 
Campbell, G., Dr. 
Grant-Whyte, H., Dr. 
Sampson, B. F., Dr. 
Taylor, A. B., Dr. 
Northern Transvaal Branch. 
Wronsley, W. H. Lloyd, Dr. 
Queenstown Branch. 
Hay-Michel, A. G. H., Dr. 
Railway Medical Officers’ Group. 
Coetzee, C. H. H., Dr. 
Southern Transvaal Branch. 
Melle, B. G., Dr. 
Schulenburg, A. C., Dr. 
Medical Missions in Natal and Zululand. 
McMurtrie, K. F., Dr. 
Taylor, A. B., Dr. 
Medical Staff, Johannesburg General 
Hospital. 
Brayshaw, H.C., Dr. 
Melle, B. G., Dr. 


Mines Benefit Society .............00000: Johannesburg. 


Kops, C. W., Esq. 
Maynard-Page, 8., Esq. 
Mining Commissioners. 
Barkly West. 
Retief, G. J., Esq. 
Mohr 3°50 Dire cexcee Oe eee Reitz. 


Mooi River Native Nursing Service. 
Henderson, G. H., Mrs. 


Mooi River Town Board. 
Whitehead, A. C., Esq. 
Moore, Ras grhevieri . cece ee Kokstad. 
Mortimer District Nursing Society....... Cradock. 
Lance, G. L., Esq. 
Walters, O. H., Esq. 


Mohtithing; JV Bag... 4.9. eee ee Sterkspruit. 
Moaatiliy ly, eq. cae heat «5 teeny cis cee East London. 
Msoni;L; P., sds: cs. bea. 2 cee Vryheid. 
Muller, G. Hi, Esqis i ss.sqen cake Cape Town. 
Mundy, U.; Revsc 3). . eines ne eae Vryheid. 
Municipalities. 

Aberdeen. 


Diedricks, H. L., Esq. 

Maske, V. H., Esq. 

Swanepoel, W. A., Esq. 
Adelaide. 

Dewey, H. R., Esq. 

Le Roux, J. du Toit, Dr. 

Meyer, A. S. Esq. 


Alice. 
Bennie, L. L., Mrs. 
MeNab, A. D., Esq. 


Aliual North. 
Heucamp, A., Dr. 
Kruger, J. G. F., Esq. 
Marcow, A., Esq. 
Munro, F. J., Esq: 


Barberton. 
Davies, P., Esq. 
Dyke, A. H., Dr. 
Sypkens, J. H., Dr. 
[regoning, H. H., Esq. 
Webb, H. 8., Esq. f 
Barkly West. 
Barrell, G. M. H., Esq. 
Bathurst. 
Purdon, H. H., Esq. 
Stocks, H. R., Esq. 
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Name. } Place. 
Municipalities—(continued). 
Bedford. 
Farr, R. E., Esq. 
Bethlehem. 
Loubser, J. N. W., Dr. 
Bethulie. 


Meyer, 8., Esq. 
Mynhardt, J. T., Dr. 


Cape Town (Corporation of the City of). 
_ Broome, E. M., Dr. 

Higgins, T., Shadick, Dr. 

Hoole, W. L., Dr. 

O'Malley, C: K., Dr. 

Pringle, D. W., Esq. 

Wicht, J. F., Dr. 

Winer, 8., Esq. 


Colesberg. : 
Geldenhuis, P. C., Esq. 


Cradock. 
Thornton, G. O., Dr. 
Van Heerden, P. K., Esq. 


De Aar. — 
Moller, H. F., Esq. 
Van Zyl, A. B. W., Dr. 


Dundee (Borough of). 
Heslop, W. T., Esq. 
Laughton, EH. M., Esq. 
Pellissier, W. V., Dr. 
Robertson, O. M., Mrs. 

Durban (Corporation of the City of). 
Barns, A. L., Esq. 
Benson, E. A., Mrs. 
Brown, R. Ellis, Esq. 
Chandley, P. E., Esq.. 
Chester, T. J., Hisq. 
Green, E., Esq. 

Gunn, G. “H., Dr. 
Harris, J. M., Esq. 
Hooper, D. H., Dr. 
Mayton, A. M., Mrs. 
McIntyre, J., Esq. 
McNeil, Dr. (Mrs.) 
Smith, H. A., Esq. 
Tomlinson, F. C., Esq. 
Wallace, G. D. H., Dr. 


East London (City of). 
Laidler, P. W., Dr:. 


Ermelo. 
Brink, A., Esq. 
Kleingeld, K., Esq. 
Pet, H., Dr. 
Vlok, G. D., Esq. 
Ficksburg. 
Beck, W. P., Esq. 
Leipoldt, G., Esq. 
Marquard, C. F., Mrs. 
Nyenhuis, R. W., Esq. 
Reinecke, P. J., Esq. 
Schuld, H. K., Esq. 


Fort Beaufort. 
Caley, W. R., Esq. 
Dugmore, J. C., Esq. 
Sutton, W. H. R., Dr. 
Woodrow, EK. J., Esq. 


Glencoe. 
Kirkwood, D. F., Mrs. 
Menne, R., Esq. 
Van Reenen, F. J., Esq. 
Viljoen, B. J., Esq. 
Goodwood. 
La Cock, L. M., Esq. 
Whitehead, E., Esq. 
Windell, J. C., Esq. 





Name. Place. 


Municipalities—(continued). 
Graaff-Reinet. 
Naude, A. L. Te Water, Dr. 
Van Schalkwyk, J., Dr. 


Grahamstown (City of). 

_ Dickerson, G. H., Rev. 
Heathcote, G. F., Dr. 
Yeomans, J. P., Esq. 


Humansdorp. 
Gates, G. C., Esq. 
Hugo, Andries, Esq. 


Johannesburg (City of). 
Corlett, D. F., Esq. 
Gray, James, Esq. 
Holmes, I. Q., Esq. 
Laing, Gordon, Dr. 
Sieff, Bollie, Dr. 


Kimberley (City Council of). 
Elliott, R. C., Esq. 
Marriott, R. H., Esq. 
Oakley, L. D., Esq. 
Truter, A., Mrs. 
Wolfsohn, H. M., Dr. 

Kingwilliamstown (Burough. of). 
Shapiro, M., Esq. 
Symons, A. F., Esq. 

Kokstad. 

~ Curwen, H., Dr. 
Gundry, F. H., Esq. 

Kroonstad. 

Jacobs, H. M., Dr. 


Ladysmith (Borough of). 


Pinniger, A. E., 
Sinclair, J. W., Esq. 
— Lnchtenburg. 


Meintjes, C. D., Esq. 
Van Aswegan, A. 8., Esq. 
Van der Hoff, J., Esq. 


Pietermaritzburg (City and Borough of). 
Lindsay, EH. L., Esq. 
Maister, M., Dr. 
O’Mahony, D., Esq. 
Russell, E. E. M., Mrs. 
- Tooth, E. C., Esq. 


Pietersburg. 
Altenkirk, L. W., tea. 
Keogh, 8., Esq. 


Wel, ¥.7.G.; Dr. 


Port Alfred. 
Purdon, H. H., Esq. 
Stocks, H. R., Esq. 


Port Elizabeth (City of). 
Connacher, J. L., Dr. 
‘Holland, F. H., Mrs. 
Jenvey, F. R., Esq. 9 
-Kemsley, J. J., Esq. 

_ Schauder, A., Esq. 
Young, J. 8., Esq. 


Potchefstroom. 
Massyn, EH. P., Esq. 
Phillips, H. B., Esq. 
Tom, D., Dr. 


Queenstown. 
Dashwood, L. J., Esq. 
Glover, T. H., Esq. 
Van Schalkwyk, J. M. Ane 


Roodepoort—Maraisburg. 
Du Plessis, M. J., Esq. 
Fraser, J. S., Esq. 
Hinsbeeck, F. C. S., Dr. 
Springbok. 
Jowell, J., Esq. 
Springs. 
Landau, D., Dr. 
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Name. Plage. 
Municipalities—(continued). 


Stellenbosch. 
Blersch, W., Esq. 
De Wet, P. S. J., Dr. 


Umiata. 
Dangerfield, W. J., Esq. 
Perry, H., Esq. 
Roberts, W. L., Esq. 
Shearar, F., Dr. 
Upington. 
Borcherds, W. M., Dr. 
Kruger, J., Esq. 
*Van Coppenhagen, J. W., Esq. 
Vereeniging. ; 
Fourie, 8., Esq. 
Haskins, F., Esq. 
Henson, J., Dr. 
Vryheid (Borough of). 
Botha, J. J., Esq. 
Guy, H. A., Esq. ‘ 


Worcester. 
Du Toit, J. R., Esq. 
Schnetler, F. J., Esq. 


Municipal Associations. 


Cape Province. 
Brummer, J. N., Dr. 
Du Toit, J. R., Esq. 
Els, J. C. M., Esq. 
Loots, G. A., Dr. 
McNab, A. D., Esq. 
Stander, H. J., Esq. 


Orange Free State. 
Loubser, J. W., Esq. 


Mynhardtad<il a. Dr ood: Dawn eee Bethulie. 


Natal Anti-Tuberculosis Association. 
Drummond, J., Dr. 
James, C. E., Col. 


Natal Chamber of Industries. 
Bawden, W. P., Esq., M.P.C. 
Cook, A. Graham, Esq. 
Mitchell, R., Esq. 

Newton, H. E., Esq. 
Scully, G. C., Esq. 

Natalse Christelike Vrouevereniging. 
Albertyn, S. E., Mrs 
Malan, P. C., Mrs. 


National Advisory Council for Physical 


Education. 

Botha, J. F., Esq. 
Hugo, F. D., Esq. 

National Cancer Association of South Africa. 
Brebner, I. W., Prof. 
De Kock, G., Dr. 
Levy, J. Langley, Esq. 
Solomon, Hugh R., Esq. 
Strachan, A. 8., Prof. 


National Council of African Women. 


Executwe Committee. 
Soga, M. T., Miss. 
Kimberley Branch. 
Cindi, Elizabeth, Mrs. 
Madalane, Lizzie, Mrs. 


National Council of Coloured Social 
Welfare Organisations. 
Carlier, A. J., Esq. 
Heneke, P. M., Esq. 
Hoedemaker, R., Esq. 


National Council of Women of South 
Africa. 


Bloemfontein Branch. 
Eybers, F. W., Mrs. 
Koetser, J., Mrs. 
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Name. Place. Name. Place. 
National Council of Women of South : : 
Africa—(continued). Pascoe, Neil, Hsq......2..5:.-++% Fates ohio ee 
/ atal)... 
Cape Town Branch. Petros, Alfred George, Rev.............: Fort Beaufort. 
Grant, W. F., Mrs. Pfeiffer: D) He. Dir oe eee Bloemfontein. 
Horwood, H. C., Mrs. Phillips, W. L., Major...........4b.e¥e Johannesburg. 
Durban. : 
Griffiths, J. B., Mrs. Ba tat fee a Boe 
Kilmister, E. M., Mrs. Pepi eee 9 
Russell-Perkins, Mrs. Pinniger, ‘ASH Drie .e,. don. ee eee Ladysmith. — 
Seymour, HE. F., Mrs. Pledger, H.C.G.,, Migs... 2 oy ee Johannesburg. 
Strachan, D., Mrs. hws 


Potchefstroom Joint Council of Europeans 


Executive Committee. and Natives. 
Laing, Jean, Dr. Bailey, D. A., Rev. 
Scandrett, C. L., Mrs. Sudbury, 8S. B., Rev. 
Williams, Anne, Dr. Pretoria and District Trades and Labour . ae 
International Standing Committee Committee. “on a 
Members. Blake, R. W., Esq. 
Chapman, Handley, C. E., Mrs. * Harris, N., Miss. 
(Domestic Economy). _ Rutherford, T. C., Esq. _ 
Jones, Harold, Mrs. (Housing). Pretoria Joint Council of Europeans and 
Kingwilliamstown Branch. Africans. 
Geddes-Page, K. P., Mrs. Cohn, H., Miss. 
Johnson, K., Mrs. . Epstein, P., Mrs. 
Klip River Outpost. Gordin, E., Esq. 
Kermack, M., Mrs. : Joshi, P. M., Esq. 
ee arabe] Maimane, H. M., Rev. 
Allsopp, M. F., Mrs. Pretoria Milk Producers’ Union. / 
Hodson, B., Mrs. Van der Byl, A. H., Esq. 
Port Elizabeth Branch. Waddinghen, <2 
Powell, M. Miss. Provincial Administrations. 
Potchefstroom. : 
Poggenpoel, O. A., Mrs. ee hi ll. QM. H. Beas wf i 
Cutten, B. L. H., Mrs. artell, Oi io Be 
? oar? Cilliers, L. van Dyk, Dr. 
Queenstown Branch. Muller, B., Esq., M.E.C. 
Holmes, D., Dr. Van Binnendyk, D. A., Dr. ' 
Rolfe, §. E., Dr. Natal 
Native Commissioners. Banks, R. A., Esq. 
Chief Magistrate, Umtata. Cooke, W. A., Esq., K.C. (Provincial 
De Villiers, V. M., Esq. i data 
: : oe edward, C., Esq. 
os sy Lis ie Cape. Mitchell, D. E., Esq., M.E.C. 
gt aa Paes Parker, J. L., Dr. . 
Native Labour Advisory Board.......... Kimberley. Scaife, W. P., Dr. 
Chisnall, T. M., Esq. Stevenson, R. E., Dr. 
Non-European Nursing League.......... Cape Town. Van der Merwe, F. Z., Dr. 
Broome, M., Dr. 0 Free State. ; 
Mitchell, J. A., Mrs. pastes "T Esq, 
Roberts, F. M., Miss. Grobler, J. J., Esq. 
NOreniUs, 32 Ac Mipooee.. cee sae k ae eee Dundee. | Mohr, E., Dr. 


Nottingham Road Non-European Nursing Reitz, J. H. B., Esq., M.E.C. 


Service. Schoeman, P. J., Esq. 
Fowler, D.8., Esq. Van Coller, F. A., Dr. 
Fowler, D. 8., Mrs. Van Zyl, L., Esq. 


Nursery Schools Association of South Dir abaarh aeaiting*” 


Africa. Transvaal. ; . 

Arndt, R., Dr. _ Kieser, J. A., Dr. “: 
Malherbe, E. G., Lt.-Col. Pentz, H. F., Esq. (Provincial 
Nelson, H.., Lt.-Col. Secretary.) ; 
Webber, R., Miss. | Public Service Commission Committee of 

Nutrition Voluntary Council............. Johannesburg. Enquiry: Medical Benefit Scheme for 
Stewart Webb, Martha, Dr. the Public Service. 
i Bd US TeR . .iy Cah Set an i : Phillips, E. P., Dr. . 

eR Can abet Harapentey: Purcell, F. Wi; Dr. is 4<10de.s ee Cape Town. 

i i ou ica. “ . . ; 

Du Toit, J. 8., Dr. PijpertAcc DG os vie os tee hie al Pretoria. 
Sichel, A. W.S., Dr. Race Contacts Committee. 


Ballinger, W. G., Esq. 


Oranje Vroue Vereniging. Buchanan, D. M., Advocate. 


De Wet, C. W., Mrs. 


Fourie, L. J., Mrs. , misc de. Hed. 
Order of the Golden Age (Natal). Kay, J. W., Esq. 

Allsopp, A. H., Esq. La S. Meee, ee : 
Pagan, Ai H,,. MSc ¢ see asc + cigs o eee Boetsap. Molteno, D. B., Advocate. 


PACK RiP AA Shaye d ot es GAO ad Pietermaritz- Radiological Society of South Africa. 
burg. - Van Roojen, J., Prof, 


Name. Place. 


Rand Epileptic Employment Association. 
Geerling, R., Dr. 
Gordon, I., Mrs. 
Jacobson, P., Mrs. 
Poulter, EH. P., Mrs. 
BOD NES AIT Me cic. siden sb bed a ale. Upington. 


epresentative Council of Medical Aid 
Societies in Southern Africa. 


Filmer, A. M., Esq. 

Gordon-Brown, F., Esq. 
Sere, CNN ae EPP eae y Otic sic ce asides Knysna. 
tobertson, R. B., Hsq., M.P............. Dundee. 
tobinson, H. §., Rev., Hlopenkulu....... Nongoma. 
BRP Ue ose kes 5 Kiepersal. 


Rotary Club of East London. 

Latimer, A., Esq. 
BPMUIAE en, MIB eile 5 sles ose ees Pongola. 
Royal Sanitary Institute. 

Higgins, T. Shadick, Dr. 

Mitton, F. L. T., Esq. 

Snape, A. E., Prof. 

Thornton, E. N., Sir. 

Willmot, F. C., Dr. 


aged. Ayo On, Ps... MB. oy... 5: Durban. 
+. John Ambulance Association in South 
Africa. 
Van der Spuy, A. J., Col. 
MN ALOLNENIST as es i Siac th a ola ote go: oe Pietermaritz- 
Allison, A. T., Esq. : burg. 


St. Cecile, A., Sister. 
St. Paul, Rev. Mother. 
NCI DI Ay iia ye Soule vie a5 «0 's,¢50'° Worcester. 
chool Boards. 
Bathurst. 
Purdon, H. H., Esq. 
Stocks, H. R., Esq. 
Cape. \ 
Fowler, C.S., Esq. 
Hendricks, F., Esq. 
Hewat, D. Bennie, Dr. 


Humansdorp. 
Hugo, Andries, Esq. 
Lichtenburg. 
Botha, J. G. H., Esq. 
Marples Wels CAMOn 665.) ke do Knysna. 
Mith As wineaire WE. .cSace ces. o. .... Hast London. 
ocial Services of South Africa (Durban 
Branch). 
Davis, D., Miss. 
Drage, A. J., Esq. 
Hall, T., Miss. 
Webb, Maurice, Esq. 
ociety for the Protection of Child Life. 
Baxter, W. Duncan, Esq. 
Broome, Mary, Dr. 
Dunn, Dr. Dowie. 
Fittock, E., Miss. 
Grosskopf, C., Miss. 
Impey, Adele, Dr. 
Raath, P., Mrs. 
Taylor, W. Duncan, Esq. 
Williams, Doris, Miss. 


olomon, Bertha, Mrs., M.P............. Johannesburg. 


uth African Association of Municipal 

Employees. 
George, K. J., Esq. 
Welch, W., Esq. 

uth African Association of University 

Women. 

Jolly, W. A., Mrs. 

uth African Chemical Institute. 

_ Barnes, H. D., Esq. 

2 Frye, C. C., Major. 

~ Golberg, L., Dr. 

~ McLachlan, J. A., Esq. 

Raikes, H. R., Esq. 
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Name. Place, 


South African Health Officials’ Association. 
Ayliff, W. M., Esq. 
Laing, G. D., Dr. 
Landau, D., Dr. 
Liston, J., Esq. 
South African Health Practitioners’ 
Society. . 
Barnes, E., Miss. 
Berrange, V. C., Esq. 
Hamlin, KE. J., Dr. , 
Qually, D. 8., Esq. 
Roberts, O. G., Esq. 
Spearman, J. V., Hsq. 
South African Institute for Medical 
Research. 
Cluver, E. H., Dr. 
South African Institute of Race Relations. 
Jones, J. D. Rheinault, Mrs. 
South African Manipulative Practitioners’ 
Association. 
Albino, R. C., Esq. 
Payne, A. F., Esq. 
South African Medical Council. 
Bird, R. V., Lt.-Col. 
De Kock, 8. M., Col. 
Russell, W., Dr. 
Thornton, EH. N., Sir. 
South African National Council for 
Maternal and Family Welfare. 
Crighton, E. C., Mrs. 
Scott, U., Mrs. 
South African National Council for Mental 


Hygiene. 
Cohen, Morris J., Dr. 
Laing, G. D., Dr. 


Levine, N., Mrs. 
South African National Council for the 
Blind, 
Blaxall, A. W., Rev. . 
Boshoff, P. H., Dr. 
Bowen, R. W., Advocate, M.P. 
Smith, J. J. Prescott, Hsq. 
Tothill, H. A., Esq., M@.P. 
South African National Council for the 
Deaf. 
Coyne, A. E., Mrs. 
Rowland, M. C., Col., C.M.G. 
South African Optical Association. 
Green, G., Esq. 
Nelson, G. W., Esq. 
Raphael, J., Esq. 
Wilford, H. A., Esq. 
South African Pharmacy Board. 
Christie, J., Esq. 
Fyvie, A. M., Hisq. 
Todd, F. J., Esq. 
South African Railways and Harbours. 
Booker, C. G., Dr. 
South African Railways and Harbours 
Sick Fund. 
Corbett, J. 8., Hisq. 


South African Red Cross Society. 
Central Executwe Committee. 
Laing, G. D., Dr. 
Williams, L. 8., Dr. 
Ficksburg. 
Faurie, M. M., Mrs. 
Upington. 
Le Roux, C., Mrs. 
South African Social Security Association.. 
Gray, J. L., Prof. 


South African Society of Full-time Dental 
Officers. 
De Villiers, J. F., Dr. 
Jackson, W. Steen, Dr, 
Stuppel, L., Dr. 
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Name. Place. 


South African Sugar Association. 
Bawden, U. P., Esq., M.P.C. 
Cook, A. Graham, Esq. Y 
Mitchell, R., Esq. 
Newton, H. H., Esq. 
Scully, G. C., Esq. 


South African Temperance Alliance. 
Adendorff, R., Miss. 
Cocking, H. R., Esq. 
Kingon, J. R. L., Rev. Dr. * 
Wentzel, W. J., Rev. 


South African Trades and Labour Council. 
Briggs, J. D. F., Esq. 
De Vries, W. J., Esq. 
Downes, A. J., Esq. 
George, K. J., Esq. 
Weinbren, B., Esq. 


South African Trained Nurses’ Association. 


Bantu. Trained Nurses’ -Association, . 
Kimberley. 
Cindi, Elizabeth, Mrs. 
Madalane, Lizzie, Mrs. 


Bloemfontein Branch. 
Crouse, A. J., Miss. 
Laidler, J., Mrs. 
Pfeiffer, M. E., Mrs. 
Smalberger, S., Miss. 


Coloured Section, Cape Town. 
Williams, F. M., Miss. 
Durban District and Coastal Branch. 
Bevan, L. J., Miss. 
Hickling, M. M., Miss. 
Tapson, D. V., Mrs. 
Whiting, P. P., Miss. 
Eastern Province and Border Nurses’ 
Association. 


Smith,,M. H., Miss. 


Eastern Province Bantu Trained Nurses’ 
Association. 
Nginza, Dora, Mrs. 
Eastern Province Branch. 
Russell, E., Mrs. 
Suter, B., Miss. 


Eastern Transvaal Branch. 
Aitken, T., Miss. 
Duncan, G. M., Mrs. 
Gass, G., Mrs. 

Lewis, F. L., Miss. 


Executive Committee. 
Cribb, S. M., Mrs. 
Horwood, H. C., Mrs. 
Marwick, I. I., Miss. 
Marwick, 8. M., Miss. 
Tucker, K. E. M., Miss. 


Midland Branch. 
Andrews, M., Mrs. 
Naude, T. D. Te Water, Mrs. 


Natal Inland Branch. 
Hayter, M. M., Miss. 
Home, M. J., Miss. 
McDougall, F. M., Miss. 


Northern Transvaal Branch. 
Beyers, A., Miss. 


Ornage Free State Bantu Trained Nurses’ 
Association. 


Sebeta, Susan M., Mrs. 


Queenstown Branch. 
Du Plessis, G. J., Miss. / 
Mansfield, A. A., Miss. 
| Student Nurses of Natal. 
Moss-Morris, R., Miss. 
Uitenhage Branch. 


Van der Spuy, J. M., Mrs. 
Van Dorp, J., Miss. 


Name. és Place 


South African Trained Nurses’ Associa- 
tion—(continued). 


Western Province Branch. 
_ Braine, N. D. B., Miss. 
Brassel, P. H., Miss. 

Grosskopf, C., Miss. 
Hamer, F. M., Miss. 
Hardy, A. B., Miss. 
Malvena, F. J., Mrs. 
Moodie, A. D., Miss. 
Morris, E. M., Mrs. 
Pike, E. M., Miss. 
Reive, J. H. L., Miss. 
Saint, M., Miss. 
Schumann, L. W. H., Miss. 
Specht, E. R., Mrs. 
Stade, L. H., Mrs. 


Western Transvaal Branch. 
Haremaker, C., Miss. 
Wright, M., Mrs. 


Witwatersrand Branch. 
Borcherds, M. G., Miss. 
Coles, R. C., Miss. 
Fricker, D. T., Mrs. 
McLarty, J., Miss. 
Petersen, W., Miss. 


South African Veterinary Medical Association. 
Van Rensburg, 8S. W. J., Esq. 


South-Western Districts Tuberculosis Com-. 
mittee. 
Farre, A., Rev. 
Grobbelaar, P. de Vos, Rev. (Mrs.). 
Lange, J. H., Rev. 


Springs Joint One of cai and 
Africans. 
Clark, O., Rev. 
Monro, H: L., Mrs. 


State Departments. 


Agriculture and Forestry. 
Ballenden, 8. St. C., Esq. 
De Kock, G., Dr. 
Du Toit, P. J., Dr. (Director of Veteri- 
nary Services). 
Grosskopf, J. W. F., Dr. . 
Van Heerden, C. J., LA Dol: 


Defence. ‘ 
English, G. D., Col. 
Enslin, J. 8.; ive -Col. 
Mills, K. F. T., Col. 
Nelson, H., Lt.-Col. , 
Nothard, C. A., Col. (Miss): 
Thornton, E. N., Sir. 
Watt, J. M., Lt.-Col. 


Intervor. , 

Basson, J. H., Esq. (Commissioner for 
Immigration and Asiatic Affairs). 

De Vos, P. J. G., Dr. 

Key, G. J., Dr. 

Pearce, E. Peel, Hsq. (Acting Director 
of Census). 

Robinson, M., Esq. 

Russell, W., Dr. (Commissioner for 
Mental Hygiene). 


Labour. 
Gale, G. W., Dr. 
Tobias, M. 8., Esq. (Commissioner for 
Workmen’s Compensation). 


Natwe Affairs. 
Norton, W. B., Esq. 
Smit, D. L., Esq. (Secretary for 
Native Affairs.) 


Public Health. 
Allan, Peter, Dr. (Secretary for Public 
Heal*h). 
Annecke, 8., Dr., and Staff. 
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Name. Place. 


State Departments—(continued). 
Puplic Health (Contd.) 


Conradie, G. J., Dr. 
Dormer, B. A., Dr. 
Gale, G. W., Dr. 
~ Kark, 8. L., Dr. 
Marnewecke, C. F. A., Dr. 
Smit, R. J., Dr. 
Stuart, A., Esq. 
Van der Spuy, A. J., Dr. 
Winterton, K., Dr. 
Central Housing Board. ) 
Allan, Peter, Dr. 
Combrink, J., Esq. 
‘Lhornton, E. N., Sir. 
National Nutrition Council. 
Allan, Peter, Dr. 
Latsky, J. M., Dr. 
Social Welfare. 
Brummer, F., Dr. 
Hodgson, W. T., Esq. 
Kriek, J., Esq. 
Kuschke, G. A. C., Esq. (Secretary for - 
Social Welfare). 


Stevia ere ee eety a Pik Concordia, (Namaqualand). 


Students’ Medical Council—University of : 
the Witwatersrand. 
Cherfas, 8., Esq. 
Feldman, N., Esq. ; 
Kaplan, B. J., Esq. 
Le Riche, H., Esq. 
Levy, G., Miss. 
Stutterheim Social Aid Society. 
Pope-Hennessey, G., Mrs. 
Sparks, W. W., Mrs. 
Suid-Afrikaanse Vroue Federasie. 
Executive Committee. 
Fleck, E. C., Mrs. 
Groenewald, G.'F., Mrs. 
Horak, M., Mrs. 
Van Biljon, S., Mrs. 
Lichtenburg. 
De Wet, S., Mrs. 
Potchefstroom. 
Goossens, J., Mrs. 
Viljoen, A. E., Mrs. 
Tzaneen. : 
Gilliland, M. E., Mrs. 
Witwatersrand. 
Coetzee, S. E., Mrs. 
Niesewand, M., Mrs. 


Paylor,;-G. Ri, Hsq.'... .): Be ea GL Johannesburg 

Phetimisseny Pe Be ee MS Vaden Ermelo. 

Lida well, Pi) Wsqieg:. 53)... ice yee aa eS Knysna. 

AAD De IE ES P.O. Mfongosi, 
Natal. 


[own Planning Association of the Cape 
Province. 
Andrews, EH. D., Esq. 
Harper, D. R., Esq. 
Menzies, G. H., Esq. 
Thornton White, L. W., Prof. 
franskeian European Civic Association. 
Buchholz, W. E., Esq. 
Crowther, L. D., Esq. 
Daniel, F. R., Esq. 
Geach, G. L., Esq. 
Wood, L. L. F., Esq. 
'ransvaal Chamber of Mines—Gold Pro- 
ducers’ Committee. 
Retief, Frank, Dr. 
Williams, L. 8., Dr. 
'ransvaal Indian Congress. 
Hazaree, I. I., Esq. 
Jajbhay, M., Esq. 
Munshi, M., Dr. 
Parekh, Z. V., Esq. 
Thambi, K., Esq. 
Valiallah, I, M., Esq, 
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Transvaal Teachers’ Association. 
Bovet, A. N., Hisq. 
Brett, B. L. W., Esq. 
Cockroft, B. C., Miss. 
Jack, H. A., Esq. 
Meltzer, F., Miss. 
Sondergaard, G. R., Esq. 
United Banks’ Medical Aid Society. 
Filmer, A. M., Esq. 
United Transkeian Territories General 
Council. 
Addison, J., Esq. 
De Villiers, V. M., Esq. (Chief Magis- 
trate). 
Keswa, W., Esq. 
Maninjwa, L., Esq. 
Ntantala, G. C., Esq. 
Philip, L. J., Esq. 
Thompson, F. R. B., Esq. 
Tyaliti, Mac. J., Esq. 


Universities. 


Cape Town. 
Batson, Edward, Prof. 
Falconer, A. W., Prof. 
Higgins, T. Shadick, Prof. 
Ryrie, B. J., Prof. 
Fort Hare Native College. 
Dent, C. P., Prof. 
Orpen, L. J. J., Dr. 
Huguenot University College, Wellington. 
Rogers, D., Miss. 
Ventris, E., Miss. 
Natal Unwersity College. 
Denison, R. B., Esq. 
Rhodes University College, Grahamstown. 
Krige, J. D., Esq. 
Krige, E. Jensen, Dr. 
Thomas, J. Smeath, Dr. 
Unwersity College, Orange Free State. 
Dreyer, T. F.,: Prof, 
Keyter, J., Prof. 
University of the Witwatersrand. 
Black, J., Prof. 
Brebner, I. W., Prof. 
Cochrane, C., Esq. 
Craib, W. H., Prof. 
Friel, G., Esq. 
Kotze, A. J., Dr. 
Raikes, H. R., Esq. 
Shaw, J. Middleton, Prof. 
Strachan, A. S., Prof. 
Thomas, I. G., Esq. 


Van den Berg, R. N.) Hisq. ic). ty eed Windhoek. 

Van Huyssteen, M. P. Z., Esq........... Knysna. 

Vion Momders Soh Mires obi uid bagide: bis ee Barkly West. 
Vari Zyte Bic iegunial nits. yes Port Elizabeth 


Victoria East Social Studies Society. 
Mzamane, G. I. M., Esq. 
Zulu, C. D., Esq. 
Village Council. 
Tzaneen. 
Annecke, S8., Dr. 
Village Management Boards. 
Garies. 
De Vos, G., Rev. 
De Vos, J. A., Mrs. 
Van der Westhuizen, A. E., Mrs. 
Jamestown. 
Von Hirschberg, F. A., Esq. 
Kei Road. 
Wathem, R. C., Rev. 
Vroue Sending Bond. 
De Aar. 
Oosthuizen, B. F., Esq. 
Warner, Gi)bu MA PROb a coy leaain totes Stellenbosch. 
Walker, H.8., Esq., M.P.C............-. Cape Town. 
Warren, ©. Miles, Hsq.y J Prgie nes shoves Kingwilliams- 
- town. 
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WScron, M.iJ ;, Miss. 5.60. Soe e wae Bloemfontein. 
Weinbren, M., Lt.-Col................... Johannesburg. 
Wheateroft, H.,'Mre. 0.02.0. ee Tzaneen. 
White, 12H. B, Mra. 3) eee eee Grahamstown. 
Wilson, Joscelyn, Miss........)0.. 243% Fort Beaufort. 
Wainshaw, W: Cs Bisque cc ta Sees Stellenbosch. 
Witwatersrand and Pretoria Public Health 
Consultative Committee. 

Hinsbeeck, F’. C. 8., Dr. 

Laing, G. D., Dr. 
Wollsolny HM. jDr tte sie «tees Kimberley. 
Wollhemm, Os (D2 Deis ca. ees, eee East London. 
Women’s Hospital Auxiliary............ Cape Town. 

Boehmke, H., Mrs. 

Brinton, W., Mrs. 
Women’s Institute........6.0...0.800%. Magut. 

Kiernander, H., Mrs. 
A ale; Hila: Pratt. Drie ee Pietermarit- 

burg. 

Baba; Red., Dieu oti. bia lwete eureaae Willowvale. 
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LIST OF MEMORANDA RECEIVED. 


Abercrombie, H. R., Esq., Pretoria. 
African General Workers’ Union, Kimberley. 
African National Congress. 


Afrikaanse Christelike Vroue-Vereniging. 
De Aar. 
Executive Committee. 
Worcester. 

African Peoples’ Organisation, Cape Town. 


Agricultural Associations. 

Cape Province Agricultural Union. 

Cape Province Women’s Agricultural Association, 
Boetsap and Kimberley District Circle Branch. 

Graaff-Reinet Women’s Agricultural Association. 

Karroo Agricultural Union. 

Midlands Agricultural Union. 

Natal Agricultural Union. 

North Eastern Agricultural Union. 

Northern Agricultural Union (Kimberley). 

South African Women’s Agriculutral Union. 

Transvaal Agricultural Union. 

Transvaal Agricultural Union (Women’s Section). 

Winter Rainfall Area Agricultural Union. 


Aitken, R. D., Dr., Sibasa. 

Anderson, F. H., Dr., Adelaide, C.P. 

Apostolic Faith Mission of South Africa. 

Armsorg: Orange Free State. 

Arnott, Wm., Rev., Nqamakwe. 

Assemblies of God in South Africa. 

Associated Pharmaceutical Societies of South Africa. 

Association of Chambers of Commerce of South Africa 

Association of Divisional Councils. 

Association of Scientific Workers of South Africa, Johannes- 
burg Branch. 

Aymard, J. L., Dr., Cape Town. 

Bannister, E. M., Esq., P.O. Blackheath, Cape. 

Bantu Traders’ Association, Kimberley. 

Barton, W., Dr., Murchison. 

. Bayer, np M., Dr. , Barkly West. 

Behr, S., Dr., , Pretoria. 

Bennett, Terhark M., Rev. Dr., Mount Coke. 

Beukes, D. , Esq., Pretoria. 

Bevan, C. de V. , Esq., Johannesburg. 

Biggs, D. R. , Mrs., Louisvale. 

Bishop of Pretoria. 

Bishop of Zululand. 

Bloemink, R., Esq., Pretoria. 

Bokwe, R. F...s00F: , Middledrift. 

Borcherds, W. M. , Dr. , Upington. 

Breyten Coalfields Benefit Society. 

Brinton, W., Major, Cape Town. 

Brookes, EK. HL, Senator, the Hon. Dr., Natal. 

Bruyns, ‘Vrs., Oberholzer. 
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Name. 


Burrows, H. R., Prof., Durban. 

Burton, A. W., Dr., Kingwilliamstown. 
Campbell, William, Dr., Cape Town. 

Cape Federation of Labour Unions. 

Cape Province Tuberculosis Council. . 
Cape Town Post-Graduate Medical Association. 
Carpendale, D. M., Esq., Durban. 

Chamber of Commerce, Kingwilliamstown. 
Champion, A. W. G., Esq., Pietermaritzburg. 
Chater, 8. W., Esq., Cape Town. 


Child Welfare Societies. 
Aliwal North. 
Coloured Child Welfare Society, hival Nowhy 
Durban Bantu. 
Graaff- Reinet. 
Grahamstown. 
National Council. 
Pietermaritzburg. 
Port Alfred. 


Chinese Community of the Witwateraana 
Christelike Welsyns Raad, Potchefstroom. 


Christian Council of South Africa. 
Executive Committee. 
Grahamstown Auxiliary. 


Christian Science Organisation. 
Natal Province. 
Transvaal Province. 


Christos, A. 8., Esq., Johannesburg. 

Citizens Housing League, Cape Town. 

Citizens Housing League Utility Co., Cape Town. 

Citrus Board. 

Civil Re-employment Board. 

Cohn, H. D., Miss, Pretoria. 

Collender, K. G., Capt., J ohannesburg. 

Collie, James, Esq., O.B.E., Pretoria. 

Committee to Co-ordinate All the Services with the Objec: 
of Promoting the General Health of the teed of thi 
Transkei. 

Communist Party of South Africa. _ 

Creed, L. 8., Rev., Wynberg, Cape. 


Cripples’ Care Associations. 
Eastern Province Association. 
Natal Provincial Association. 
National Council. 
Orange Free State Society. ¥ 
Transvaal Association. 


De Beers Consolidated Mines, Ltd., oe ae 
Deciduous Fruit Board. 
De Groot, C. A., Miss, Kakamas. 


Dental Association of South Africa. ] 
Federal Council. 
Port Elizabeth Branch. 


De Villiers, C. L., Esq., Warmbaths. an a 
Dickie-Clark, W., Esq., Bloemfontein. a 
District Nursing Association, Johannesburg. 


Divisional Councils. 

Albany. 

Aliwal North. 

Bathurst. 

Cape. 

Clanwilliam. 

Cradock. 

Kast London. 

Humansdorp. 

Kimberley. 

Kingwilliamstown. 

Knysna. ~ 

Middelburg, Cape. 

Murraysburg. 

Port Elizabeth. 

Victoria Hast. 

Worcester. 
Drewe, Frank 8., Rev. Dr., Holy Cross Mission. 
Durban Indian Municipal Employees’ Society. 
Du Toit, C. F., Esq., Benoni. 
Edendale Health Centre, Pietermaritzburg. 








Name. 


Ellis, L. Erasmus, Dr., Durban. 
Els, 8. J., Esq., Johannesburg. 
Erlank, J. M., Mrs., Port Alfred. 
Ernst, A. H., Dr., Tzaneen. 

_ Exley, A. R., Mrs.; Port Elizabeth. 


Farmers’ Associatiéns and Unions. 

Central Farmers’ Association, De Aar. 
_ De Aar Farmers’ Association. 
Duivelskloof Farmers’ Association. 
Eastern Agricultural Union, C.P. 
Eastern Border Farmers’ Association. 
Graaff-Reinet Farmers’ Association. 
Kei Road Farmers’ Association. 
Lower Albany and Bathurst Border Farmers’ 
Association. 

Mount Currie Farmers’ Association. 
Potgietersrust District Farmers’ Union. 
Queenstown Farmers’ Association. 
Rhynosterpoort Farmers’ Association (Transvaal). 
Waterberg District Farmers’ Union. . 
Whittlesea Farmers’ Association. 
Zoutpansberg Farmers’ Union. 


Federale Vroue Raad. 

Federation of Ratepayers Associations, Pretoria. 

Federation of Women’s Institutes, Natal. 

Ferguson, A. L., Dr., Durban. 

Finn, N., Dr., Johannesburg. 

Fleming, M., Miss, Pietermaritzburg. 

Food and Canning Workers Union, Cape. 

Forsyth, Robert, Esq., Plumstead, Cape. 

Fourie, P. J. J., Prof., Pretoria. 

Freed, L. F., Dr., Johannesburg. 

Friends of the Sick Association, Durban. 

Full Gospel Church, Johannesburg. 

Garment Workers’ Union. 

Gillman, J., Dr., Johannesburg. 

Godfroy-Harris, M. M., Mrs., Pretoria. 

Grant, D. I., Hsq., Cape Town. 

Grant-Whyte, H., Dr., Durban. 

Gray, Jessie, Miss, Cape Town. 

Greeff, Hans, Dr., George. 

Greenblatt, A., Major, Pietersburg. 

Gregorowski, W., Rev., O’okiep. 

Grieve, J. Muir, Dr., Cape Town. 

Harcourt, E. G., Miss, Richmond, Natal. 

Healdtown Missionary Institution, Fort Beaufort. 

Heese, J. A., Dr., Kamieskroon. 

Heir, J., Hsq., Port Shepstone. 

Hertslet, L. E., Dr., Mapumulo, Natal. 

Hesketh, Elizabeth, Mrs., Cape Town. 

Hirsch, H., Sergeant-Major, Potchefstroom. 

Hirschmann, J., Esq., Pietersburg. 

Hodges, A. H., Esq., Durban. 

Holder, W. P., Esq., Cape Town. 

Holland, G., Mrs., Johannesburg. 

Honorary Medical Staff, Groote Schuur Hospital, Cape 
Town. 

Horticultural Society of Ficksburg and District. 


Hospitals. 
- Benedictine, Nongoma. 

Bridgman Memorial, Johannesburg. 
Diggers’ Field, Bakers, Lichtenburg District. 
Elim Mission Hospital, Louis Trichardt. 
Glen Grey Mission Hospital, Lady Frere. 
Holy Cross Mission Hospital, Lusikisiki. 
St. Francis’ Hospital, Aliwal North. 
Umlamli Hospital, Herschel. 


Hospital Boards. 
Barkly West. 

. Cape. 
Cradock. 
De Aar. 
Kast London. 
Fort Beaufort. 
Graaff-Reinet: 
Johannesburg. 
Kingwilliamstown, 

_ Kokstad. 
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Hospital Boards—(continued). 


Lichtenburg. 
Lovedale. 
Middelburg, (Cape.) 
Port Elizabeth. 
Queenstown. 
Uitenhage. 

Umtata. 

Witbank. 


Hostel Committee, De Aar. 

Hunter, D. A., Esq., Lovedale. 

Husserl, Helmuth, Dr., Cape Town. 

Hutt, W. H., Prof., Cape Town. 

Indian Social Welfare Association, Johannesburg. 

Indo-European Council (Durban Branch). 

Institute of Municipal Treasurers and Accountants, South 
Africa (Inc.). 

Institute of Sewage Purification (South African Branch). 

Iscor. Medical Benefit Fund, Pretoria. 

James, Walter, Esq., Cape Town. 

Joint Council, Suid Afrikaanse Onderwysersunie and South 
African Teachers’ Association. 

Johannesburg Child Guidance Clinic. 

Johannesburg Coronation Dental Infirmary Board. 

Johannesburg Joint Council of Europeans and Coloured. 

Johannesburg Social Welfare Board. 

Jokl, E., Dr., Johannesburg. 

Kakamas Arbeidskolonie. 

Kantey, Sol N., Esq., Cape Town. 

Kimberley Board of Health. 

King Edward VII Order of Nurses. 

Executive Committee, Cape Town. 
Natal Provincial Committee. 

Kirschner, D. H., Esq., Boksburg. 

Ladybrand Joint Council of Europeans and Bantu. 

Ladysmith Native Nursing Service. 

Lamb, E. J., Esq., Johannesburg. 

Leeke, M., Miss. 

Lees, W., Dr., Tugela Ferry. 

Lewis, V. J., Esq., Pretoria. 

Lichtenburg High School. 

Local Authorities (see Divisional Councils, Local Healjh 
Commission, Municipalities, Town Boards, and Village 
Management Boards). 

Local Health Commission, Natal. 

Location No. 2 Advisory Board, Kimberley. 

Loubser, J. N. W., Dr., Bethlehem. 

Lower South Coast, Natal, Post-war Reconstruction 
‘Association. 

Lucas, F. A. W., Esq., K.C., Johannesburg. 

MacLeod, D., Miss, Johannesburg. 

Macvicar, Neil, Dr., Johannesburg. 

Macvicar, M., Dr., Alice. 


Magistrates. 
Christiana. 
Kingwilliamstown. 
Lichtenburg. 
Rustenburg. 
Springs. 
Malan, D. B., Dr., Utrecht. 
Martiny, C., Dr., Smithfield. 
Maud, Dorothy, Miss, Johannesburg. 


Medical Association of South Africa (B.M.A.). 
Border Branch. 
Border Branch (Transkei Division). 
Cape Eastern Branch. 
Cape Western Branch. 
Federal Council. 
Natal Coastal Branch. 
Northern Transvaal Branch. 
Queenstown Division. 
Railway Medical Officers’ Group. 
Southern Transvaal Branch. 
Medical Graduate Association of the University of the 
Witwatersrand. 
Medical Missions in Natal and Zululand. 
Medical Staff, Johannesburg Hospital. 
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Name. 


Mental Hygiene Societies. 
Cape Mental Hygiene Society, Cape Town. 
Mental Hygiene Society, Durban. 
National Council for Mental Hygiene. 


Miller, B. E., Esq., Cala. 
Mines Benefit Society. 
Ministering League for Consumptives, Cape Town. 
Mohr, J. D., Dr., Reitz. 
Mooi River Native Nursing Service. 
Mortimer District Nursing Society, Cradock. 
Mphuthing, J. 8., Esq., Sterkspruit. 
Msimang, H. 8., Esq., Pietermaritzburg. 
Muller, G. H., Esq., Cape Town. 
Municipal Associations, 
Cape Province. 
Municipalities. 
Aberdeen. 
Adelaide. 
Alice. 
Aliwal North. 
Barberton. 
Bathurst. 
Bethlehem. 
Bethulie. 
Cape Town (Corporation of the City of). 
Carnarvon. 
Cradock. 
Colesberg. 
De Aar. 
Durban (Corporation of the City of). 
East London (City of). 
Ficksburg. 
Fort Beaufort. 
Goodwood. 
Grahamstown (City of). 
Humansdorp. 
Johannesburg (City of). 
Kimberley (City Council of). 
Kingwilliamstown (Borough of). 
Kroonstad. 
Ladysmith (Borough of). 
Lichtenburg. 
Pietermaritzburg (City and Borough of). 
Pietersburg. 
Port Alfred. 
Port Elizabeth (City of). 
Queenstown. 
Roodepoort—Maraisburg. 
Springs. 
Stellenbosch. 
Umtata. 
Vereeniging. 
Vryheid (Borough of). 
Warmbad. 
Worcester. 


Namaqualand Advisory Health Committee. 
Natal Anti-Tuberculosis Association, 
Natal Chamber of Industries. 
Natalse Christelike Vroue Vereniging. 
National Advisory Council for Physical Education. 
National Cancer Association of South Africa. 
National Council of African Women. 
Executive Committee. 
Kimberley Branch. 
National Council of Coloured Welfare Organisations. 
National Council of Women of South Africa. 
Bloemfontein. 
Cape Town. 
Durban. 
Executive Committee. 
Kingwilliamstown. 
Klip River Outpost. f 
Pietermaritzburg. 
Port Elizabeth. 
Potchefstroom. 
Queenstown... 
International Standing Committee Members. 
Chapman Handley, Mrs. ©. E.- 
Economy). 
Jones, Mrs. Harold (Housing), 








(Domestic 


Name. 

Native Commissioners. 

Chief Magistrate, Umtata. 

Chief Native Commissioner, Cape. 
Native Labour Advisory Board, Kimberley. 
Nel, B. M., Dr., George. 
Nestlé (South Africa), Ltd., Durban. 
New Amalfi Farmers’ and Traders’ Association. . 


.Non-European Nursing League, Cape Town. 


Nottingham Road Non-European Nursing Service. 
Nursery School Association of South Africa. 
Nutrition Voluntary Council, Johannesburg. 
Nyezi, S. B., Esq., P.O. Botder: 
O’Hea, F. J., Hsq., Kingwilliamstown. 
Ophthalmological Society of South Africa. 
Oranje-Vrouevereniging. 
Executive Committee. 

Order of the Golden Age (Natal). 
Orpen, L. J. John, Dr., Fort Hare. 
Pagan, A. H., Esq., Boetsap. 
Palmer, Mabel, Mrs., Durban. 
Pascoe, Neil, Esq., Pinetown. 
Paterson, R. L., Dr., Sulenkama, Guanttl 
Paterson, W. , Esq., J ohannesburg. . 
Peteni, 8. J., "Esq., Keiskamahoek. ~~ Titi 
Pfeiffer, D. H., Dr., Bloemfontein. a 
Pharmaceutical Society of Cape Province. 
Phillips, W. L., Major, Johannesburg. 
Pienaar, P. de V., Prof., Johannesburg. — 
Pietersburg Cold Storage, Ltd., 
Pijper, A., Dr., Pretoria. boa 
Pinetown and District Health Clinic. 
Pipe, A. H., Esq., Ngomahuru, Fort Nietorlg 9 Souther : 

Rhodesia. q 
Playing Fields Association, Cape Town. 
Pledger, Miss H., Johannesburg. 
Plekker, D. S., Snr., Esq., Elliot. 
Potchefstroom J oint Couneil of Europeans and Natives, 
Pratt-Yule, E., Dr., Natal University Comlegts 


——s - 


Pretoria Dental Cline! 


Pretoria and District Trades and: Vabous Oommitte. 
Pretoria Joint Council of Eurdpeans and Africans. 
Pretoria Milk Producers Union. 

Priester, E., Dr., Johannesburg. 

Proprietary Association of South Africa, 


Cape. 

Natal. . 

Orange Free State. 
Transvaal. 


Public Service Commission Committee of Enquiry :. ‘Medical 
Benefit Scheme for the Public Service. | P 

Purcell, F. W. F., Dr., Cape Town. 

Race Contacts Committee, Cape Town, 

Radiological Society of South Africa. 

Rand Epileptic Employment Association, J chandeabulg 

Reed, N. Erlington, Miss, Grahamstown. 

Representative Council of Medical Aid Societies in Southern 
Africa. 

Rood, W. H., Esq., Kiepersal. 

Rotary Club of East London. 

Royal Sanitary Institute. 

Ryan, Dorothy, Dr., Fort Hare. 

Sage, Sergius, Dr., Ps, D., M.E. (Dr. of Puahbtogy Dirbail 

St. John Ambulance Association in South Africa. 

St. Monica’s Home, Cape Town. 

Salli, R. L., Esq., Middledrift. 

Sanatorium, Pietermaritzburg. 


School Boards. 
Bathurst Divisional. 
Cape Division. 
East London. 
Humansdorp. 
Lichtenburg. 


School for the Blind, Worcester. 

Schutzler, J. W. C., Miss, Pietermaritzburg. 
Shand, W. M., Esq. . P.O. Panbult, Eastern Trassvaad 
Smith, D. Sinclair, Dr., East London. 

Social and Economic Planning Council. ) 
Social Services of South Africa (Durban Bratch 


| 
4 
"7 
Provincial Administrations. — | = 
: 
a 








} 
i 


Name. 


Society for the Protection of Child Life, Cape Town. 

Soga, L., Dr., Umtata. 

Solomon, Bertha, Mrs., M@.P., Johannesburg. 

South African Association of Municipal Employees. 

South African Association of University Women. 

South African Chemical Institute. 

South African Health Officials’ Association. 

South African Health Practitioners’ Society. 

South African Institute for Medical Research. 

South African Institute of Race Relations. 

South African League of Women Voters. 

South African Manipulative Practitioners’ Association 
(Natal Branch). . 

South African Medical Council. 

South African National Council for the Blind. 

South African National Council for the Deaf. 

South African National Council for Maternal and Family 
Welfare. 

South African Optical Association. 

South African Pharmacy Board. 

South African Railways and Harbours. 

South African Railways and Harbours Sick Fund. 

South African Red Cross Society. 

South African Social Security Association. 

South African Society of Full-time Dental Officers. 

South African Society of Physiotherapists. 

South African Temperance Alliance. 


South African Trained Nurses’ Association. 
Bantu Trained Nurses’ Association, Kimberley. 
Coloured Section. Cape Town. 
Durban District and Coastal. Branch. 
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Eastern Province Bantu Trained Nurses’ Association. | 


Eastern Province Branch. 
Eastern Transvaal Branch. 
Executive Committee. 
Graaff-Reinet Branch. 
Natal Inland Branch. 
Northern Transvaal Branch. 
Orange Free State Bantu Branch. 
Orange Free State Branch. 
Queenstown Branch, 
Student’ Nurses of Natal. 
Uitenhage Branch. — 

’ Western Province Branch. 
Western Transvaal Branch. 
Witwatersrand Branch. °* 


South African Trades and Labour Council. 

South African Veterinary Medical Association. 
Springs Joint Council of Europeans and Africans. 
Stanier, C. D., Esq., Port Shepstone. 


State Departments. - 
Commissioner for Immigration and Asiatic Affairs. 
Department of Agriculture and Forestry. 

Department of Defence. 
Department of the Interior. 


Department of the Interior 
Statistics). , 
Department of Labour (Workmen’s Compensation 
Commissioner). 
Department of Mines. 
Department of Native Affairs. 
Department of Prisons. 
Department of Public Health. 
Department of Social Welfare. 
Department of South African Police. 
Department of Union Education. 
Public Service Commission. 
Steyn, C. Grové, Esq., Pietersburg. 
Steyn, M., Sister, Linden, Johannesburg. 
Strickland, N. C., Esq., Adelaide, C.P. 
Students’ Medical Council of the University of the Wit- 
watersrand Medical School. 
Suid-Afrikaanse Vroue Federasie. 
Ermelo. 
Executive Committee. 
Lichtenburg. 
Nylstroom. 
Potchefstroom. 
Witwatersrand. 


(Director of Census and 
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Nome. 
Teachers’ Associations, etc. 
Natal Teachers’ Society. 
Transvaal Teachers’ Association. 
The Sanatorium, Pietermaritzburg. 
Thomson, J., Esq., Montagu. 
Titlestead, E. W., Esq., P.O. Mfongosi, Natal. 
Town Boards. 
Malvern. 
Mooi River. 
Town Planning Association of Cape Province. 
Transkeian European Civic Association. 
Transvaal Bilharzia Committee. 
Transvaal Chamber of Mines Benefit Society. 


‘Transvaal Chamber of Mines Gold Producers’ Committee 


Transvaal Indian Congress. 

Transvaal Milk Producer—Distributors’ Union. 
Union of South Africa Christmas Stamp Fund. 
United Banks’ Medical Aid Society. 

United Transkeian Territories General Council. 


Universities. 
University of Cape Town. 
Huguenot University College, Wellington. 
Natal University College. 
University of the Orange Free State. 
Potchefstroom University College for Christian Higher 
Education. 
Rhodes University College, Grahamstown. 
University of the Witwatersrand. 


University Welfare Centre and Clinic, Fordsburg. . 
Van Aswegen, W. F., Esq., Kimberley. 
Van den Berg, R. N., Esq., Windhoek. 
Van Roojen, J., Prof., Cape Town. 
Van Schalkwyk, P. L., Esq., L.D.S., Parys. 
Van Zyl, H. E., Esq., Piet Retief Primary School, Port 
Elizabeth. 
Victoria East Social Studies Society, Fort Hare. 
Viljoen, E., Esq., Rivier Zonder End. 
Village Management Boards. 
— Jamestown. 
. Kei Road. 
Vroue Sending Bond, De Aar. 
Wagner, O. J. M., Prof., Stellenbosch. 
Walker, H. 8., Esq., M.P.C., Cape Town. 
Walton, I. P., Esq., Kimberley. 
Weinbren, M., Lt.-Col., Johannesburg. 
White, I. H. B., Mrs., Grahamstown. 
Wildish, Dr., G. H., Umkomaas. 
Winshaw, W. C., Esq., Stellenbosch. 
Witwatersrand and Pretoria Public Health Consultative 
Committee. 
Wollheim, O. D., Dr., East London. 
Women’s Hospital Auxiliary, Cape Town. 


———— 
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LIST OF CENTRES AND INSTITUTIONS, Erc., 
VISITED BY THE NATIONAL HEALTH SERVICES 
COMMISSION. 


Aliwal North. - 
Aliwal North General Hospital. 
Child Welfare Clinic. 

Native Location. 
St. Francis’ Mission Hospital. 

Barberton. 

Barberton General Hospital. 
Housing Schemes. 

Barkly West. 

Barkly West General Hospital. 
Gong Gong Alluvial Diggings. 

Bethlehem. 
Bethlehem General Hospital. 

Bloemfontein. 

De Villiers Street Private Clinic. 
‘National Hospital. 

Bulwer. - 

Native Health Unit at Polela. 


’ 
. 
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Name. 


Butterworth. 
Butterworth General Hospital. 
Cape Town. 
Ante- and Post-natal Clinics. 
Cape Flats. 
Conradie Home, Pinelands. 
Duinendal Tuberculosis Settlement. 
Eaton Convalescent Home. 
Epping Garden Village. 
Groote Schuur Hospital. 
Infectious Diseases Hospital, Portswood Road. 
ISCOR Town Planning Office. 
Lady Michaelis Home, Plumstead. 
MacGregor Convalescent Home. 
New Somerset Non-European Hospital. 
Peninsula Maternity Home. 
Princess Alice Home of Recovery, Plumstead. 
‘Rentzkies Farm; Tuberculosis and Formidable 
Epidemic Diseases Hospitals. 
St. Monica’s Home. 
Service Dining Rooms. 
Sunshine Home, Bellville. 
Various Housing Schemes. 
Various Venereal Diseases and Tuberculosis Clinics. 
Cradock. 
District Nursing Services, Mortimer. 
De Aar. 
Dundee. 
Durban. 
King George V Hospital for Tuberculosis, 
East London. 
Frere General Hospital. 
Infectious Diseases Hospital. 
Native Locations. 
Wilson’s Sweet Factory. 
Elim (Zoutpansberg). 
Elim Mission Hospital. 
Enqcobo. 
All Saints Mission Hospital. 
Emjanyana Leper Institution. 
Nyanga School Farm. 
Ermelo. 
Ficksburg. 
Child Welfare Clinics. 
Compost Works. 
Nellie Keyter General Hospital. 
T. Barry Maternity Home. 
Fort Beaufort. 
Healdtown Missionary Institution. 
Fort Hare. 
South African Native College. 
George. 
Bergplaas Forestry Settlement. 
No. 61 Air School Hospital. 
Glen Grey. 
Freemantle School Farm. 
Glen Grey Mission Hospital. 
Graaff-Reinet. 
Graaff-Reinet General Hospital. 
Housing Schemes. 
Grahamstown. 
Prince Alfred Infirmary. 
Settlers’ General Hospital. 
Herschel. 
Umlamli Mission Hospital. 
Johannesburg. 
Alexandra Township Health Centre. 
Artificial Limb Factory. 
Hope Training Convalescent Home and School. 
Johannesburg Coronation Dental Infirmary. 
Non-European General Hospital. 
Randjeslaagte Homes. 
Rietfontein Tuberculosis Hospital. 
Rietfontein Venereal Diseases Hospital. 
South African Institute for Medical Research. 
Transvaal Chronic Sick Homes. 
University Welfare Centre and Clinic, Fordsburg. 
Witwatersrand Denta] School, Dental Hospital and 
Dental Clinic. 
Witwatersrand Native Labour Association Miniature 
X-ray Plant and Clinic. 
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_ Port Nolloth. 


Name. \ 


Kakamas. 
- Kakamas Labour Colony. 
Ouma Cillie Nursing Home. 
Kimberley. 
Kingwilliamstown. 
Fort Cox Agricultural School. 
Mount Coke Mission Hospital. 
Native Nursing Home, Middledrift. 
Knysna. 
Karatara Settlement. 
Kokstad. 
Kroonstad. 
Kroonstad General Hospital. 
Ladysmith. 
Lichtenburg. 
Alluvial Diggings, Bakerville. 
Boys’ and Girls’ Schools Hostels. 
Diggers Field Hospital, Bakerville. 
Housing Schemes. 
Lichtenburg General Hospital. 
Lovedale. 
MacVicar Tuberculosis Hospital. 
Victoria General Hospital. 
Lusikisike. 
Holy Cross Mission Hospital. 
Nelspoort. 
Tuberculosis Sanatorium. 
Nongoma. 
Benedictine Mission Hospital. . 
Nylstroom. 
Pretermaritzburg. 
Municipal Native Beer Hall and Market. 
Non-European Infectious Diseases Hospital. 
Oribi Military Hospital. 
Pietersburg. 
Health Clinics for Natives. 
Kuschke School Farm. 
Piet Retief. 
Port Alfred. 
Port Elizabeth. 
Bethelsdorp. 
Housing Schemes. 
New Brighton Native Location. 


eS es 


é 


Port Shepstone. 
Potchefstroom. 


Pretoria. 
Atteridgeville Native Location. 
Beatrix Street Women’s Military Hospital. 
ISCOR Works. 
Moedersbond Maternity Hospital. 
Onderstepoort Laboratory. 
Pretoria General Hospital. 
Proclamation Hill Housing Scheme. 
Voortrekkerhoogte Military Hospital. 
Queenstown. 
Mental Hospital. 
Sibasa. 
Donald Fraser Memorial Hospital. 
Springbok. 
Springbok General Hospital. 
Springbok Tuberculosis Hospital for Non a 
Stellenbosch. 
Housing Schemes. 
Infectious Diseases Hospital. 
Tugela Ferry. 
Church of Scotland Mission Hospital. 
Tzaneen. 
Malaria Research Station. 
Merensky School Farm. 
Umtata. 
Sir Henry Elliot General Hospital. 
Various Clinics in District. 
Upington. 
Vryheid. 
Worcester. 
Deaf and Dumb School. 
Worcester General Hospital. 
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SCHEDULE OF RELEVANT LEGISLATION. 


The following Union Legislative Measures were referred 
to by the Commission as bearing directly or indirectly on 
its Terms of Reference :— 


South Africa Act, 1909 (as amended). 

Financial Relations Act (No. 10), 1913. 

Financial Relations Extension Act (No. 9), 1917. 

Financial Adjustment Act (No. 42), 1917. 

Financial Relations Acts (Second) Extension Act (No. 6), 
1920. 

Financial Adjustments Act (No. 40), 1920. 

Financial Relations Act Further Extension Act (No. 5), 
1921. 

Financial Adjustments Act (No. 38), 1921. 
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Financial Relations Fourth Extension Act (N 0. 5), 1922. 


[Note.—The Liquor Act (No. 30), 1928, deals with 
the repeal of Section 13 of Act No. 5 of 1922.] 


Licences Consolidation Act (No. 32), 1925. 

Provincial Subsidies and Taxation Powers (Amendment) 
Act (No. 46), 1925. 

Local Government (Provincial Powers) Act (No. 1), 1926. 

Provincial Subsidies and Taxation Powers Further 
Amendment Act (No. 31), 1926. 

Financial Adjustments Act (No. 44), 1926. 

Licences Amendment Act (No. 26), 1927. 

Liquor Act (No. 30), 1928. 


[Notr.—Re-enacts provisions of the 
Children’s Protection Act, (No. 25), 1913.] 


Derating Act (No. 32), 1931. 

Financial Adjustments Act (No. 25), 1932. 

Provincial Taxation Powers Act (No. 27), 1933. 

Financial Adjustments Act (No. 29), 1933. 

South Africa Act Amendment Act (No. 45), 1934. 

Provincial Subsidies and Taxation Powers Further 
Amendment Act (No. 50), 1935. 

Finance Act (No: 33), 1939. 

Sea Fisheries Act (No. 10), 1940. 

Finance Act (No. 27), 1940. 

Cape Statute Law Revision Amendment Act (No. 32), 
1939. 

Public Health Act (No. 36), 1919. 

Public Health Act, 1919, Amendment Act (No. 36), 
1927. 

Public Health (Amendment) Act (No. 15), 1928. 

Public Health Amendment Act (No. 57), 1935. 

- Public Health Amendment Act (No. 14), 1938. 
Public Health Amendment Act (No. 14), 1940. 
Public Health Amendment Act (No. 14), 1942. 


[Note.—The above-named Measures are modified 
by the Financial Adjustment Act (No. 25), 1932, and 
the Financial Adjustment Act (No. 29), 1933.] 


Aviation Health Act (No. 7), 1935. . 

Housing Act (No. 35), 1920. 

Housing Act, 1920, Amendment Act (No. 5), 1925. 

Housing (Amendment) Act (No. 68), 1934. 

Housing Amendment Act (No. 31), 1936. 

Additional Housing Act (No. 41), 1937. 

Housing Acts Amendment Act (No. 38), 1943. 

Local Loans Act (No. 19), 1926. 

Slums Act (No. 53), 1934. 

Slums (Amendment) Act (No. 24), 1937. 

Census Act (No. 2), 1910 (as amended). 

Statistics Act (No. 38), 1914 (as amended). 

Electoral Census Further Provision Act (No. 15), 1918. 

Births, Marriages and Deaths Registration Act (No. 17), 
1923. 

Census, Delimitation and Electoral Act (No. 23), ‘1941 

Children’s Act (No. 31), 1937. 

Children’s Amendment Act (No. 18), 1939. 

Criminal Procedure and Evidence Act (No. 31), 1917. 

Prisons Act (No. 18), 1911. 

Inguests Act (No. 12), 1919. 

Anatomy Act (No. 32), 1911 (as amended). 

Blind Persons Act (No. 11), 1936. 

Lunacy and Leprosy Laws Amendment Act (No. 14), 
1914. 


repealed 
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Mental Disorders Act (No. 38), 1916. 
: [See also General Law Amendment Act (No. 46), 
- 1935.] 
Medical, Dental and Pharmacy Act (No. 13), 1928. 
pricey Dental and Pharmacy Amendment Act (No. 2), 
935. 
Medical, Dental and Pharmacy Amendment Act (No. 5), 
1937 (and rules, proclamations published thereunder). 
Miners’ Phthisis Act (No. 35), 1925. 
Miners’ Phthisis Amendment Act (No. 60), 1934. 
Miners’ Phthisis Amendment Act (No. 23), 1936. 
Work Colonies Act (No. 20), 1927. 
Forest Act, 1913, Amendment Act (No. 28), 1930. 
Mines, Works and Machinery Act (No. 12), 1911. 
Mines and Works Act, 1911, Amendment Act (No. 25), 
1926. 
Mines and Works Amendment Act (No. 22), 1931. 
Precious Stones Act (No. 44), 1927. 
Unemployment Benefit Act (No. 25), 1937. 
Unemployment Benefit Act (No. 17), 1942. 
Shops and Offices Act (No. 41), 1939. 
Factories, Machinery and Building Act (No. 22), 1941. 
Workmen’s Compensation Act (No. 30), 1941. 
Agricultural Holdings (Transvaal) Registration Act 
(No. 22), 1919. 
Agricultural Holdings Act (No. 19), 1929. 
National Roads Act (No, 42), 1935. 
Immigrants’ Regulation Act (No. 22), 1913. 
Indian Immigration Trust Board (Natal) Transfer Act 
(No. 43), 1920. 
Immigration (Amendment) Act (No. 15), 1931. 
Asiatics (Transvaal Land and Trading) Act (No. 28), 
1939. 
Sea-shore Act (No. 21), 1935. 
Public Service and Pensions Act (No. 27), 1923. 
Government Service Pensions Act (No. 32), 1936. 
Public Service Amendment Act (No. 36), 1936. 
Government Service Pensions Amendment Act (No. 18)‘ 
1941. 
Rand Water Board Statutes, 1903-35 Amendment 
(Private) Act (No. 12),-1938. 
Motor Carrier Transportation Act (No. 39), 1930. 
Fertilisers, Farm Foods, Seeds and Pest Remedies Act 
(No. 21), 1917. 
Foods, Drugs and Disinfectants Act (No. 13), 1929. 
Diseases of Stock Act (No. 14), 1911 (as amended). 
Meat Trade Control Act (No. 29), 1932. 
Slaughter of Animals Act (No. 26), 1934. 
Live Stock and Meat Industries Act (No. 48), 1934. 
Agricultural Produce Export Act (No. 35), 1917. 
Dairy Industry Control Act (No. 16), 1918. 
Dairy Industry Act, 1918, Amendment Act (No. 14), 
1926. 
Marketing Act (No. 26), 1937. 
' Marketing Amendment Act (No. 19), 1938. 
Native Labour Regulation Act (No. 15), 1911. 
Native Land Act (No. 27), 1913. 
Native Affairs Act (No. 23), 1920. 
Native Affairs Act, 1920, Further Amendment Act 
(No. 15), 1927. 
Native (Urban Areas) Act (No. 21), 1923. 
Native (Urban Areas) Amendment Act (No. 25), 1930. 
Representation of Natives Act (No. 12), 1936. 
Native Laws Amendment Act (No. 46), 1937. 
Native Administration Act (No. 38), 1927. 
Native Administration Amendment Act (No. 9), 1939. 
Native Administration Amendment Act (No. 42), 1942. 
Native Administration Amendment Act (No. 21), 1943. 
Native Trust and Land Act (No. 18), 1936. 
Native Trust and Land Amendment Act (No. 17), 1939. 
Natives’ Taxation and Development Act (No. 4), 1925. 
Natives’ Taxation Amendment Act (No. 25), 1939. 


The undermentioned Local Acts of Parliament, Laws 
and Ordinances dealing with hospitals, medical examination 
of school children, local government, licensing and regis- 
tration of persons and/or premises, town-planning, and 
other health matters, were referred to in Memoranda 
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submitted to the Commission or were mentioned by wit- 
nesses who’ appeared before the Commission :— 


(i) CAPE PROVINCE. . 


Public Bodies Debt Act (No. 11), 1867. 

Leprosy Repression Act (No. 8), 1884. 

Leprosy Repression Act Amendment Act (No. 31), 1894 

Cemeteries Act (No. 3), 1883. 

Arbitration Act (No. 6), 1882. 

Arbitration Act (No. 29), 1898. 

Friendly Societies Act (No. 5), 1892. 

Mission Stations and Communal Reserves Act (No. 29), 
1909. 


Cape Hospitals and Charitable Institutions Ordinance 
(No. 5), 1912, as amended. 
Poor Relief and Charitable Institutions 
(No. 4), 1919. 
Cape Municipal Ordinance (No. 10), 1912, as amended 


Ordinance 


by:- No. 10/1914, No. 6/1915, No. 12/1916, Nos. 17° 


and 22/1917, No. 19/1918, No. 12/1919, Nos. 4 and 
25/1920, Nos. 13 .and 24/1921, No. 25/1925, 
No. 7/1926, Nos. 11: and 14/1927, No. 4/1928, 
No. 26/1929, Nos. 4 and 18/1930, No. 23/1931, Nos. 17 
and 25/1932, No. 26/1933, Nos. 8 and 34/1934, Nos. 25 
and 29/1935, Nos. 20 and 26/1936, No. 22/1937, 
No. 14/1938, No. 14/1939, No. 12/1940, No. 4/1941, 
No. 11/1942, and No. 13/1943. 


(Nore.—There are other Ordinances relating to 
specific Municipalities or to specific matters, not 
quoted in the abovementioned Ordinances.) 


Divisional Councils Ordinance (No. 13), 1917, as amended 
by:- No. 16/1918, No. 7/1919, Nos. 4, 14 and 29/1920, 
No. 14/1921, No. 11/1924, No. 4/1926, No. 7/1937, 
No. 11/1928, No. 18/1929, No. 7/1930, No. 16/1931, 
No. 21/1932, No. 19/1933, No. 27/1934, Nos. 22 
and 33/1935, No. 9/1936, No. 8/1937, No. 11/1939, 
No. 20/1940, No. 13/1941, No. 14/1942 and 
No. 5/1943. 


(Note.—There are other amendments and extensions 
dealing with specific Divisional Councils and specific 
matters which are not quoted in the abovementioned 
Divisional Council Ordinances.) 


Village Management Boards Ordinance (No. 10), 1921, 
as amended by:- No. 25/1921, No. 7/1928, No. 8/1929, 
No. 12/1930, No. 20/1931, No. 19/1932, No. 17/1933, 
No. 21/1934, No. 13/1935 and No. 4/1987. 

Local Boards Ordinance (No. 11), 1921, as amended by 
No. 8/1928, No. 2/1929, No. 22/1931, No. 20/1932, 
No. 18/1933, No. 18/1934 and No. 17/1935. 

Townships Ordinance (No. 33), 1934, as amended by 
Ordinances No. 12/1938 and No. 6/1941. 


_ (Note.—For legislation dealing with Native Town- 
ships, vide Act No. 46/1937, and for legislation dealing 
with Townships along National roads, vide Section 11 
of Act No. 21/1940.) 


Licences Consolidation Ordinance (No. 19), 1930, as 
amended by:- No. 14/1932, No. 35/1935, No. 19/1936, 
Nos. 3 and 16/1937, No. 10/1939 and No. 14/1940. 

[NotE.—Vide also the Licences Consolidation Act 
(No. 32), 1925, as amended by Acts No. 44/1925, 
No. 26/1927, No. 64/1934, No. 49/1935, No. 50/1937 
and No. 33/1939.] q 


Nurses Pensions Consolidation Ordinance (No. 5), 1931. 
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Nurses Pensions Amendment Ordinance (No. 16), 1934. - 


Nurses Pensions Consolidation Amendment Ordinance 
(No. 13), 1940. 

Nurses Pension Amendment Ordinance (No. 4), 1942. 

Nurses Ordinance (No. 3), 1944. 

Consolidated Education Ordinance (No. 5), 1921, as 
amended by Ordinance No. 25 of 1928. 

Consolidated School and Hospital Boards’ Officials’ 
Pension Ordinance (No. 10), 1931, as amended. 


Hospital Board Service Ordinance (No. 19), 1941. 


Local Government Superannuation Ordinance (No. 15), 
1943. 


Master and Servants’ (Europeans) Ordinance No. 2 1850, © 


as amended by Natal Law, No. 3 1891,. and 


Act No. 12/1908. 


Master and Servants’ (Natives) Act No. 40/1804, as 
amended by Act No. 12/1908. 


[Notr.—Vide Native 
(No. 15,) 1911.] ae 
Indian Immigration: Law No. 25/1891, as amended — 
by Act No. 17/1895, and Act No. 11 (Natal), 1910. — 


[Norr.—Vide The Indian Immigration Trust Board 
(Natal) Transfer Act (No. 43), 1920; the Financial 
Adjustments Act (No. 38), 1921; and the Immigration 
(Amendment) Act (No. 15), 1931.] 

Commonage Act (No. 35), 1904. 


(ii) Natat PRovINCE. 
‘ 
7 
7 


Labour Regulation Act — 


Provincial Hospitals Ordinance (No. 13), 1938. 

Provincial Hospitals Amendment Ordinance (No. 6), 
1942. 

Local Health Commission (Public Health Areas Control) — 
Ordinance (No. 20), 1941. . 

Local Health Commission (Public Health Areas Control) 
Amendment Ordinance (No. 12), 1942. 

Local Government Superannuation Ordinance (No. 12), 
1939. 

Local Government Ordinance (No. 21), 1942. 


(Nore.—There are a number of Local Government 
Ordinances which are applicable to specified Munici- 
palities. ) 

Village Water Supply and Public Works Act Amendment — 
Ordinance (No. 5), 1940. y 
Private Township and Town-planning Ordinance (No. 10), — 
1934. 
Urban Rates Exemption Ordinance (No. 16), 1927. y 
Licences (Control) and Municipdl Licences Ordinances ' 
(No. 19), 1942. 
Medical Inspection of Schools Ordinance (No. 4), 1918. 
Natal Education Ordinance (No. 23), 1942. i 


(iii) TRANSVAAL PROVINCE. ee 


Leprosy Ordinance (No. 23), 1904. 

Leprosy Law Amendment Act (No. 5), 1907. ; 
Leprosy Law Further Amendment Act (No. 2), 1908. 
Asylum Board Act (No. 4), 1908. 


[Nore.—Must be read in conjunction with (Union) . 
Act No. 14/1914. Section 10 of Act No. 4 of 1908 has — 
been repealed by Section 38 of (Union) Act No. 32 of 
1916.] 
Municipalities 
(No. 64), 1903. 
Rand Water Board Incorporation Ordinance (No. 32), i 
1903. 
Commissions’ Powers Ordinance (No. 30), 1902. 
Epidemic Disease and Hospital Committees’ Ordinangs 
(No. 3), 1905. 


(Norz.—Sections 1, 3 ant 5 have been repealed.) 
[Vide also, the Trangvaal Asiatic Land Tenure 
Amendment Act (No. 35), 1935; the Asiaties (Trans- 
vaal Land and Trading) Act (No. 28), 1939; and. the 
Rand Water Board Statutes, 1903-35 Amendment 
(Private) Act (No. 12), 1938.] 












q 
Powers of Expropriation Ordinance 


Charitable Institutions (Control) Ordinance (No. 5); 1926. 


Public Hospitals Ordinance (No. 18), 1928. 
Public Hospitals Amendment Ordinance (No. 7), 1929. 
Public Hospitals Amendment Ordinance (No. 19), 1930. . 
Public Hospitals Amendment Ordinance (No. 22), 1931. 
Public Hospitals Amendment Ordinance (No. 11), 1936. 
Public Hospitals Amendment Ordinance (No. 20), 1940. 
Public Hospitals Amendment Ordinance (No.-14), 19438. 
Local Government Superannuation Ordinance (No. 16), 
1930, as amended by Ordinances Nos. 10/1937 and 
No. 12/1940. ‘ 
Local Government Ordinance (No. 17), 1939. 
Local Government Amendment Ordinance (No. 12), 1941. 
Local Government Ordinance (No. 11), 1942. 
Local Authorities Rating Ordinance (No. 20), 1933. 
Peri-Urban Areas Health Board Ordinance (No. 20), 1943. 
Townships and Town-planning Ordinance (No. 11), 1931. 


‘ 


Townships and Town-planning Amendment Ordinance 

(No. 6), 1933. 
Townships and Town-planning Further Amendment 

Ordinance (No. 11), 1933. 

Townships and Town-planning Further Amendment 
Ordinance (No. 12), 1934. } 

Licences (Control) Ordinance (No. 3), 1932. 

Private Hospitals Ordinance (No. 6), 1919. 

Private Hospitals Amendment Ordinance (No. 7), 1926. 

Hospital Nurses Relief Ordinance (No. 6), 1917. 

Transvaal Hospital Nurses Pensions Ordinance (No, 13), 
1919, as amended by Ordinances Nos. 6/1927, 9/1929 
and 3/1934. 


Transvaal Hospital and School Board Officials Pensions | 


‘Amendment Ordinance (No. 4), 1934. 
Education Act Further Amendment Ordinance (No. 16), 
1916, as amended by Ordinance No. 21/1927. 
Financial Adjustments Ordinance (No. 4), 1928. 


(iv) OrancE Fre STATE PROVINCE. 
Leprosy Act (No. 26), 1909. 


Hospital Ordinance (No. 13), 1933, as amended by:- 
Ordinances No. 7/1936, No. 12/1938, No. 33/1939, 
No. 4/1941 and No. 8/1943. 

Local Government Consolidation Ordinance (No. 15), 

- 1935, as amended by:- Ordinances No. 5/1936, 
No. 9/1938, No. 6/1939, No. 9/1940, No. 7/1942 
Nos. 3 and 15/1943. 

Local Government Superannuation Ordinance (No. 14), 
1938. 

Small Holdings Ordinance (No. 4), 1934. 

Education Laws Consolidation Ordinance (No. 15), 1930, 
as amended by Ordinances No. 9/1939, No. 3/1940, 
No. 11/1940 and No. 6/1942. 

Licences (Control) Ordinance (No. 10), 1934, as amended 
by Nos. 6/1938, 5/1940 and 9/1943. 

Township and Hamlet Ordinance (No. 6), 1928, as 
amended by Ordinances No. 7/1929 and No. 16/1938. 


ANNEXURE “E’. 
FINANCING OF CERTAIN MEDICAL SERVICES 
ITEMIZED IN TABLE A. OF CHAPTER 18. 


1. Pustic GenrrAL Hospita.s. 


Subsidies are paid by the Provincial Administrations in 
respect of all hospitals controlled by statutory boards. 
The revenue and expenditure of the hospitals administered 
directly by the Provincial Administrations—the Bloem- 
fontein and Kroonstad hospitals in the Free State, and all 
public general hospitals in Natal—are shown in the pro- 
vincial accounts as provincial revenue and expenditure 
respectively. 


Cape Province.—The subsidy paid by the Cape Provincial 
Administration is computed on the following basis :— 


(a) £1. 10s. in respect of every £1 voluntarily con- . 


tributed towards general maintenance expenditure. 
(6) £1 in respect of each £1 of fees collected. 
(c) £1 in respect of every £1 of bequests received 
~ (subject to a limit of £500 in any one case). 


Further assistance is rendered to the hospital boards 
by the Administration in the form of a remission of one-half 
of the capital and interest on approved loans and a con- 
tribution of one-half of any approved deficit incurred—the 
local authorities meeting the other half of the deficit. In 
this connection any contributions by local authorities to 
hospital boards in anticipation of deficits rank as voluntary 
contributions, i.e., on the basis of £1. 10s. for each £1, if 
made before the 30th September in any year, but after 
that date, the local authorities are assessed for the full 
half of the deficit. . 


Transvaal—tIn the Transvaal the following assistance is 
given to hospital boards :— : 
(a) A grant of £1 for each £1 received in respect of 
subscriptions, donations or bequests. 


(b) Subsidies, in respect of patients treated, on the. 


following basis :— 
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(i) Free patients: 12s. 6d. per patient-day for 
Europeans; 5s. per patient-day for Non- 
Europeans. 

(ii) Part-paying patients : The difference between 
the fee paid and the subsidy for free patients. 

(ili) Paying patients: 5s. for every £1 received 
as fees. 

(iv) Out-patients: 6d. per attendance. 

(c) Remission of half of the capital and interest on 
approved loans. 

(d) £1 for each £1 collected for buildings and equip- 
ment, up to an amount not exceeding one-half of 
the actual cost of such buildings and equipment 


Orange Free State-—The assistance given by the Orange 
Free State Provincial Administration to hospital boards is 
identical to that given in the Transvaal with the following 
exceptions :— 

(a) The grant in respect of bequests for specific pur- 
poses only, is limited to 10s. for each £1, with a 
limit of £500. 

(6) No limit is imposed on the contribution to amounts 
collected for buildings and equipment. 


Free and Part-paying Patients—The conditions for the 
acceptance of patients for free or partly-free treatment 
vary in the different provinces and often in hospitals of 
the same province. In the Cape the decision lies with the 
hospital boards; in Natal with the Provincial Secretary 
or with the Medical Superintendent in the case of the 
Addington, King Edward VIII and Grey Hospitals; in 
the Transvaal with a magistrate, who must certify the 
patient as indigent, or in the large hospitals, with the Chief 
Almoner ; and in the Orange Free State with the Provincial 
Secretary. 


According to the Chief Almoner of the Pretoria Hospital, 
married persons and their dependents are accorded free 
treatment in that hospital if the monthly family income is 
under £40 and partly free treatment if the monthly income 
is between £40 and £45. Single persons derive similar 
benefits if their monthly incomes are under £15 and between 
£15 and £20, respectively. The expenditure and assets of 
the person or family involved are also taken into account, 
and in an extreme case, the qualifying salary for free 
treatment, in the case of married persons, may be as high 
as £600 per annum. This example must not be regarded 
as typifying conditions in all hospitals. 


2. Curonic Sick Homzs. 


The Provinces endeavour to collect what they can from 
the inmates. Any inmates in receipt of old-age pensions 
may be called upon to contribute to the cost of their upkeep. 
The amount collected in fees is almost 25-per cent. of the 
total expenditure of the institutions. The balance is met 
by the Provinces. 

While chronic sick homes are essentially institutions for 
poor people who are unable to look after themselves or 
cannot hire anyone to take care of them, the Transvaal 
Provincial Home does accept persons who, while unable to 
look after themselves, cannot be considered destitute. 


3. Private Nursine anp Maternity Homes. 


Private nursing homes generally have to rely for their 
revenue upon fees from patients. Grants are, however, 
made by the several Provincial Administrations to private 
nursing homes, especially those which serve areas where 
there is no public general hospital. Fees are also paid by 
the Provincial Administrations in respect of certified 
paupers treated by these institutions. The Department 
of Public Health also contributes towards the costs of 
mothercraft and midwifery training centres maintained by 
private institutions. 


4. Misston Hospitals. 


That mission hospitals constitute a vital link in the 
hospital services of this country is recognised both by the 
central Government and the Provincial Administrations. 
This recognition takes the form of grants which together 
amount to 30 per cent. (1941-42) of the total revenue for 
maintenance and equipment. The Department of Public 
Health ensures the payment in full for all infectious disease 


eases treated for which fees cannot be collected; this 
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accounts for 13 per cent. of the income. Contributions by 
local authorities and various other bodies account for a 
further 18 per cent. While the share of the mission parent 
bodies is only 5 per cent., the contribution of the parent 
mission bodies must not be belittled ; in addition to the 
money contribution, the services of the hospital staffs are 
largely of a gratuitous nature. Moreover, the war has 
effected a considerable reduction in the contributions from 


Oversea Sources. 
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The major portion of the income for the building of © 


mission hospitals, including additions, in 1941-42 came from 
the central Government (Native Affairs Department). 
This amounted to 62:8 per cent., while other donations 
account for a further 30-7 per cent., leaving a balance 
of 6:5 per cent. contributed by the parent mission bodies. 
Here again the war no doubt partly accounts for the small 
amount received from the parent mission bodies. 


5. Mine anp Factory Hospirats. 


All the expenditure of mine and factory hospitals is met 
by the. responsible employers. A certain portion is no 
doubt in respect of injured workmen and thus would, in 
any case, be compulsorily spent in meeting expenses under 
the Workmen’s Compensation Act. The Rand Mutual 
Assurance Company has established a special hospital, 
“ Cottesloe ’’, for European cases falling under the Work- 
men’s Compensation Act. 


6. IsoLATION HospiTALs. 2 


To obviate the possibility of any expenditure under this 
head being too great a strain on the financial resources of 
local authorities, the Public Health Act has made provision 
for the refund by the Department of Public Health of portion 
of the capital and maintenance expenditure incurred. 


As regards the capital costs of isolation hospitals, the 
following refunds may be made to a local authority (or 
local authorities if acting jointly) by the Department of 
Public Health, provided that the scheme was fully approved 
by the Minister before any liability was incurred: One- 
half in the case of ordinary infectious diseases and tuber- 
culosis, and two-thirds in the case of venereal diseases. 
The Minister may refund the total net capital cost of an 
institution established for the treatment of tuberculosis in 
a communicable form, provided that the scheme caters for 
the needs of the inhabitants of an extensive area of the 
Union, and was undertaken at the specific request of the 
Minister. Two such institutions have been erected—one 
at Umtata and the MacVicar Hospital at Lovedale. 


In certain circumstances the Provincial Administration 
may agree to contribute to the local authority’s share of 
the capital cost. 


The cost of maintaining and managing isolation hospitals 
is also financed on the part-refund basis. The refunds made 
to local authorities by the Department of Public Health 
and the Provincial Administration (tuberculosis cases only) 
assume the following proportions of the total cost of 
maintenance less any fees collected :— 


(a) Ordinary Infectious 
Diseases One-half. 

One-half by the Department 
of Public Health plus one- 
half of the latter amount by 
the Provincial Administra- 
tion. 

(c) Venereal Disease. ... Two-thirds. 

The capital cost of the institutions controlled by the 
Department of Public Health is, of course, financed by the 
central Government. The procedure followed by these 
institutions is as follows :— 

(a) Tuberculosis Hospitals—The local authority in 
whose area the patient resides is debited with a 
quarter of the total cost of treatment, after the 
deduction of any fees collected; the Provincial 
Administration, under whose jurisdiction the local 
authority falls, with a quarter; while the Depart- 
ment of Public Health bears the balance. 
Venereal Disease Hospitals—An account for the 
full amount of the fees is sent to the local authority 
in whose area the patient resides, and the local 
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authority must endeavour to collect fromthe 


patient. Two-thirds of the balance may be claimed 
from the Department of Public Health.’ 
(c) Leper Hospitals —The total cost of treatment is 
borne by the Department of Public Health. ~ 
The liability of the Provincial Administration under the 
part-refund system must be further referred to. Where 


there is no local authority in any area, the magistrate, 


acting under the authority and instructions of the 


Minister, 
becomes the local authority. bsg Lawes 


Details of any expenditure incurred by the magistrate 


in terms of the Public Health Act are submitted to the 
Department of Public Health which recovers from-the 
Administrator of the Province in which the patient resides 
the amount which ordinarily would have been borne by 


a local authority, The balance is met by the Department — 


of Public Health. 


7. Menrau Hospiratzs. 


The cost of maintenance, etc., of patients in Government — 
institutions is recovered from the estate of the detained — 
person; or from immediate relatives liable by law to 


contribute towards the maintenance of the detained person. 
Any balance is borne by the Vote of the Department. 


No statutory provision has been made regarding the — 
_ tariff which may be charged by private institutions. © 


8. Various SERVICES PERFORMED BY LocaL AUTHORITIES ~ 


IN TERMS oF Act No. 36 oF 1919. ey 
While local authorities are under an obligation to carry 


out these services, certain of the concomitant financial 


burdens are mitigated by the provision of liberal subsidies 
based on the expenditure incurred. This extends to the 
capital and maintenance costs of isolation hospitals, 
venereal disease and tuberculosis clinics, ete. 


9. It was represented to us by some of the major local — 


authorities, and the Institute of Municipal Treasurers and 
Accountants, S.A. (Incorporated), that the losses sustained 
by the City Councils of Cape Town, Durban, Johannesburg 
and Port Elizabeth during the ten years, 1933-1942, as a 
result of the operation of the refund limitations imposed 
in 1933, has placed an increasingly heavy financial burden 
on them and this has tended to retard the development 
of their health activities, particularly in regard to their 
adjacent insanitary areas. The loss of refunds was:— 


Cape Townii. cee £138,238 
Durban. +} ies ee £17,958 
Johannesburg.........- £34,171 
Port Elizabeth.......... £13,972 


The Cape Town and Port Elizabeth City Councils have 
an additional financial burden in that they have to meet a 
considerable portion of the annual deficits on the main- 
tenance of the Provincial general hospitals. 


ANNEXURE “F’. 


PROGRAMME OF IMPLEMENTATION. 


1. It is recognised that a “ Time Table ” proposed for the 
provision of a complete national health service cannot 
possibly be adhered to with rigid punctuality. We do not 
know when the war will end; when the great numbers of 
medical, dental, nursing and auxiliary personnel at present 
on military service will be released; when materials and 
medical and surgical equipment will become available for 
hospitals and health centres, nor when military hospitals 
and other institutions which can be utilised in a national 
health service will be available for civilian needs. Never- 
theless, we consider it right that we should present the kind 
of orderly progression with integration of the institution 
of services with the training of personnel and the building 
programme which is in the mind of the Commission. 


2. Up to the time when the National Health Act described 
in Chapter 36 comes into operation, the present Department 





of Public Health must continue as the central health — 


authority, and only those measures recommended in our 


report which require no legislation can be implemented | 
before the National Health Act has been passed by Parlia-— 
ment, Further, machinery created for the administration |. 
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of such measures must be financed from the Public Health 
Vote, and function through the Secretary for Public Health, 
in his capacity as accounting officer for this Vote. 

3. These considerations have determined the budgetary 
and administrative arrangements for the Health Centre 
scheme recommended in Chapter 35. The £50,000, which 
is being voted by Pagliament for the purpose, appears on 
the Public Health Vote. under the heading “ National 
Health Service Scheme ”, on the supplementary estimates 
of expenditure for the year ending 31st March, 1945. 

The Transition Committee recommended for the 

administration of the scheme requires no legislation and 
has the Secretary for Public Health as Liaison Officer, 
thus linking the work of this Committee with the existing 
Department of Public Health. 
4. Any further expansion of existing services or the 
introduction of new ones, would have to conform with the 
same principles until the new National Health Act comes 
into operation. 


5. But once the National Health Act is passed, a health 
tax imposed, and financial arrangements made, the people 
will be entitled to the range of services available as they 
are instituted. 


6. Under these circumstances, and because of the above 
considerations, we desire to indicate the stages of the coming- 
into-being of the National Health Service, leaving the 
filling-in of dates to the unfolding of future events. 


7. These stages would be :— 
A. The appointment of the Transition Committee 
described in Chapter 35 to— 
(i) take administrative charge of the Health 

Centre scheme for which financial provisions 

have been made for the current financial year. 

The Committee will carry out this work in 

haison with the Department of Public Health ; 

undertake the negotiations with the various 
Interests concerned as listed in detail in 

Chapter 35. 

[In connection with this aspect of its 
activity; as no expenditure is involved as 
~ in (i) above, the Transition Committee would 
be directly responsible to the Minister.] ; 
assist in the preparation of legislation for the 
implementation of the scheme described in 
our report as accepted or modified by the 
Government, and in accordance with the 
outcome of the approved negotiations under 
(ii) above ; 

(iv) assist in the framing of estimates of expendi- 
ture for inclusion in the 1945-46 Budget ; 
(v) survey and delimit administrative regions for 
the National Health Service. 
This stage will bring us to 3lst March, 1945. 

B.. The passage through Parliament of enabling legis- 
lation. (It is our hope that this will occur during 
the 1945 Session.) 

C. The coming-into-existence of the National Health 

Service by proclamation of the Governor-General. 

. The appointment of the national bodies—the 
machinery of the central health authority—pro- 
vided for in the legislation, viz. :— 

(i) The National Health Council. 
(ii) The National Health Board. 
(iii) The National Health Services Personnel 
Commission. 

. The submission to these bodies by the Transition 

Committee of the results of its surveys, plans and 

negotiations, the dissolution of the Transition 


(i 
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Committee, and the completion of any of 


unfinished work. 
The establishment of the regional machinery— 
appointment of Regional Health Officers and 
Regional Councils—for the regional administration 
: of the National Health Service, and a survey of 
: regional needs. 

Stages C., D., E. and F. would follow immediately 
is Stage B.—the passage through Parliament of the 
lational Health Act, 


a F. 
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8. The time which must elapse before the completion of 
the whole range of services described in our report will be 
determined by financial provisions, the results of the 
Transition Committee’s negotiations, the rapidity with 
which adequate personnel can be trained, and with which 
the building programme described later can be effected. 
9. We visualize the following sequence of events :— 


A. A progressive and rapid expansion of the Health 
Centre scheme. 


The transfer to the National Health Service of 
personal health services conducted by— | 

(i) Central Government (mental, leprosy, and some 
infectious diseases and tuberculosis hospitals ; 
district surgeons ; port and aerodrome health 
control ; military hospitals, if the war is over, 
etc.) ; 

(ii) Local Authorities (infectious diseases hospitals, 
maternity and child welfare services, venereal 
disease and tuberculosis clinics, domiciliary 
visiting, etc.). 

. The assumption by the National Health Service of 
the control of public general hospitals, and the 
abolition of all hospital fees. 


. The initiation of dental services for children at 
first confined to those age groups described in 
evidence by the Dental Association of South Africa, 
and expanded as rapidly as possible so to include 
all children. 

. Early provision of as complete a range of health 
services for all children up to school-leaving age. 


. The provision of as complete a maternity service 
as available personnel and accommodation will 
permit. 

(Whilst a sequence has been adopted in describing 
these events, it must be realised that several may 
be developing concurrently.) 

. The assumption by the regional administration of 
the inspectoral functions over non-personal health 
services, and the administrative responsibility for 
vital statistics submitted by Health Centres in the 
various regions. 

. The organization of a vast National Health Educa- 
tion campaign, using the press, the screen and the 
radio for the purpose of bringing home to the 
people of this country the remedial effects of 
improved non-personal health services, of improved 
nutrition, and physical education, and of recrea- 
tional habits, etc. This campaign would be par- 
ticularly directed towards the combating of venereal 
disease and tuberculosis. 

. The final aim is the provision of free services 
(extra- and intra-institutional) for the whole 
population. 


B. 


A Sucerstep BuitpiInc PRoGRAMME. 
A, 
B. 


10. 

Survey of requirements. 

The expansion of the Health Centre building 

programme. 

. An Institute of Hygiene (at more than one centre, 
if possible, to meet widely varying needs of Union). 
For the reasons given in the text of our report, we 
recommend the first one should be built in Durban. 

. Preliminary Training Schools for nurses. 

. The establishment of Regional Offices. . 

. A hospital building programme: This will be 
determined by the survey undertaken and by the 
number and. types of military hospitals which will 
become available after the war. The aim should be 
to make available, as soon as possible, adequate 
provision for hospitals—general, children’s, ortho- 
paedic, infectious and mental ; adequate provision 
for maternity cases; convalescent hospitals, con- 
valescent homes, chronic sick homes, and institu- 
tions for the treatment and isolation of patients 
suffering from tuberculosis. 

. The establishment of Hygiene Institutes, research 
laboratories and diagnostic laboratories at all 
hospitals. 
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Thereafter the programme of earlier years would 
expand so that services can be made available for in- 
creasingly wider areas. 


11. A SuacEsteD PLAN FOR THE TRAINING OF PERSONNEL. 


A. A special effort must be made to commence the 
training of as many auxiliary personnel as possible. 
These would include— 


(i) Hygiene Officers (B.Sc.) and Health In- 
spectors 5 ) 
(ii) Pharmacists ; 
(iii) Hospital Administrators ; 
(iv) Physiotherapists and Dietitians ; 
(v) Radiographers ; 
(vi) Registrars and Clinical Clerks ; 
(vii) Native Health Assistants. 


B. From the start, the medical and dental schools will 


have to provide increased accommodation for the 
training of great numbers of medical and dental 

- students, and hospitals for the training of additional 
nursing personnel. 


C. The Universities and Health Centres would provide 
special courses to medical practitioners in the 
newer technique of preventive medicine, periodical 

- medical examinations, signs of early malnutrition, 
interpretation of biochemical analyses, functional 
efficiency tests, etc. 

D. Other practitioners would begin courses in physical 
medicine, occupational therapy, statistical methods, 
social medicine, health education’ methods, etc. 


E. Intensive courses should be arranged for nurses 
and health visitors about to enter the domiciliary 
(district) services based on Health Centres. 


F. Selected personnel should undertake the study of 
Public Health administration, hospital administra- 
tion, industrial hygiene, nutrition services, housing 
construction and housing schemes management, 
special services—maternity and child welfare, 
venereal diseases, tuberculosis, etc. (Some of these 
may have to be sent overseas for the purpose.) 

G. The South African Institute for Medical Research 
and the Universities should be asked to provide, 
at National Health Service expense, courses of 
training for at least 50 students in laboratory 
technique—bacteriology and biochemistry. 


H. The training of medical specialists will also be 
proceeding concurrently, by the selection of in- 
dividuals for scholarships, either in our own 
institutions or overseas. Amongst these would be 
included obstetricians, paediatricians, orthopaedic 
and ophthalmic surgeons, and ear, nose and throat 
specialists, etc. 


J. In view of the shortage which may continue in 
the case of various types of personnel, the National 
Health Service may have to consider liberal financial 
assistance to students undertaking the course, and 
thus making the occupation more attractive. 


12. Careful integration will be necessary to ensure that 
personnel, buildings and equipment are available before 
the initiation of any particular stage of the Service is 
undertaken. 


ANNEXURE “G”. 


REASONS FOR THE DIFFERING RECOMMENDA- 


TIONS CONTAINED IN PARAGRAPH 15 OF 


CHAPTER 23. 


NATIONAL HEALTH BOARD. 


Those of us who favour a National Health Board of 
three members have in mind that the fungtions of Secretary 
for Public Health and Chief Health Officer for the Union 
are at present combined in one person. We recognise that 
he is overburdened and would be still more so under the 
comprehensive national scheme proposed in this report. 
We think, however, that a board of two medical men and 
one experienced public official would be adequate to the 


¢ 


task. We prefer three to five because the board is to be 
in constant session, and five is considered an unnecessarily 
large number. The board is not concerned with policy : 
its duty is to carry on, in accordance with the defined — 
policy of the National Health Council, the daily adminis-— 
tration of a large and predominantly technical department. 
Any incidental questions of policy encauntered in the normal 
course of administration can be reserved for the National 
Health Council Executive, which will meet fairly often, 
and can be called together, if necessary, at any time. The 
general policy of the National Health Service will be 
shaped by the National Health Council, which is con- 
stituted so as to contain a majority of non-medical members, — 
and its Executive may be relied uphs to. i seat similarly. 
weighty lay representation. 


“BGreg Mi 
C.J.A. ni 
F.RuL. ai q 
AMM. | 


1. We refer to Chapter 23, paragraphs. 15, 16 and 17, — 

and now repeat paragraph 5 of Chapter 38, which reads, 

as follows :— 

“Our recommendations in the report in connection 
with the National Health Service aim at enenHgal three, 

things— : fod en 

(a) Administrative efficiency ; 

(b) the protection of the democratic ae | 

(c) the protection of the professional interests of oe 

technical personnel employed in the service.” 































2. These aims led to a consideration inter alia of the 
provisions of the present Public Health Act, No. 36 of 1919, 
and more particularly of the Spier peace: and functions of | 
the “ Public Health Council”. Section 4 (1) and (2) of 
the Act read as follows :— 


“There shall be established a body to bi style’ the 

“Council of Public Health’ which shall consist of 

(a) the Minister (who shall be chairman) ; 

(6) the Chief Health Officer ; 

(c) the Director of Veterinary Services ; 3 and 

(d) seven persons (not being officers in the public | 
service) who shall be appointed by the Governor- 
General. J 

Four of those seven persons shall be mediem 

practitioners, and of those four medical practi- 
tioners, two shall be selected on account of special — 
knowledge of or practical experience in matters 
relating to public health or medical research. — 
Three of the seven persons so to be appointed © 
shall not be medical practitioners. Subject to” 
regulations as to the circumstances in which office — 
shall be vacated, the seven persons so to be / 
appointed shall hold office for three years and shall - 
be eligible for re-appointment for a like term. 


(2) The functions of the Council shall be to advise 
the Minister and the. Department of Public Health on 
matters described or referred to in section three.’ 


3. It will be noted in Chapter 23, paragraph 5, that by 
unanimous recommendation of this Commission, the 
proposed ‘“ National Health Council” is termed the 
“Health Parliament.for, the Nation”, and is piven the 
following functions :— 


(a) To advise and assist the Minister. | 
(6) To nominate persons to serve on the National 
Health Board, the Minister to make the appoint- — 
ments. And furthermore, that such persons shall 
hold office for five years and shall be re-eligible 


a for re-nomination by the National Health Council. 


4. There is a unanimous recommendation with regard to 
the composition of the National Health Council. “See 
Chapter 23. 

It is on the number of nominees which the Sintionall 
Health Council is to have on the National Health Board — 
and on the qualifications of these nominees, and on the — 
interests which they are to represent and safeguard in the — 
said Board, that division subsequently ensued between the 
members, igre 





5. The Chairman and four members finally recommend 
that the National Health Council shall nominate two persons 
to the Board and that one of these is to be a medical prac- 
titioner and the other, preferably one with knowledge of 
public finance. This recommendation, therefore, not only 
restricts the power of nomination to its utmost minimum 
but qualifies it against the lay people. Such a reduction 
and qualification of the power of nomination unanimously 
given to the National Health Council (cf. paragraph 3 
above) seems to us materially to weaken the attainment 
of the aims cited in paragraph 1 (a) and (0). 

6. In the proposed structure of the National Health 
Services there will be no more important body than the 
suggested National Health Board. While all other bodies, 
councils and committees are to assist in the planning and 
in the forming of policy, they will function solely in an 
advisory capacity. On the Board, however, will rest the 
heavy responsibility of carrying into effect whatever plan 
or policy is ultimately decided upon. On it will depend 
the success or failure of the services. In other words, this 
Board will be the heart of the Service from which will 
flow the life-stream of efficiency, reliability and progress. 
The magnitude of its task must not be underestimated 
as it is in-essence the arbiter of our destiny so far as our 
future health services are concerned. 


7. The multiplicity of matters that will require attention, 
consideration and decision of the Board, cannot possibly 
be enumerated in detail. It should be sufficient to state 
that it will have to administer a service ranging from an 
annual cost of ten million pounds in the first few years to 
a sum of over twenty million pounds ten years hence. 


8. The report shows that in the building-up and func- 
tioning of the Service, the National Health Board will be 
faced with many matters besides those of a purely medical 
nature. Not the least of which is to give the public the 
satisfying assurance that they also form part and parcel of 
the scheme. Non-medical members of the community have 
in the past—and are still—contributing in no small degree 
to the successful development and administration of 
whatever health services are in existence today. They 
desire to feel that this Service will be one in which all are 
called upon to take their part. We were impressed by the 
high standard of evidence and the manner in which it was 
presented by lay persons, and are satisfied that they and 
their services are essentially needed in the future develop- 
ment and success of the National Health Services. 


9. As the people of the Union will have to pay for this 
service, they may reasonably take up the attitude that as 
whey are providing the money, they are entitled to an 
mnqualified and stronger representation by the so-called 
‘Health Parliament of the Nation ”’ than that allowed by 
ther members of the Commission. 


10. It is desirable to ensure that this Service should be 
1s democratic as possible without interfering in any way 
vith its efficiency. The citizens of South Africa must have 
air representation at all stages in the planning and guiding 
ind, what is most important, in the FUNCTIONING of 
his service. , 
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While it is true that there is representation of the public 
on the National Health Council which exercises a guiding 
function over the whole Service, one may assume that 
their recommendations can only be on broad lines of 
policy. Moreover, this Council will only meet two or at 
most three times a year: it is obvious, therefore, that 
the actual control and functioning of the Service will rest 
with the National Health Board. 


11. It is essential to maintain and encourage the con- 
fidence of the public in their health service and this cannot 
be satisfactorily achieved by mere representation on the 
National Health Council or the subsidiary Councils. These 
latter Councils are only advisory bodies. 


12. The National Health Council will remain advisory 
only unless it is emphasized that its function is not only 
to advise but also to assist the Minister and unless its power 
of nomination to the Health Board is made fair and reason- 
able and is not restricted and not qualified as indicated 
above. 


13. It has been indicated to us that medical and other 
practitioners also can represent the public weal and that 
they are as truly concerned with the interests of the citizens 
as with the technical side. While it is not disputed that 
there may be justification for this argument, we cannot 


. agree that the people would wholeheartedly accept this 


view. Under these circumstances, in fairness to the profes- 
sion and also to the claim that this shall be a people’s 
service.in which they shall have a say at all points, the 
only satisfactory board will be one composed equally of 
technical and lay personnel. Unless there is adequate 
representation for the public on the Board, we are afraid 
that the Service will develop on “ technocratic’’ lines 
with all its weaknesses, rather than along the lines envisaged 
by the Commission. 


14. The financial cost as between two members and four 
members is infinitesimal in comparison with the efficiency, 
satisfaction and confidence engendered by the above 
representation. 


15. Therefore, we recommend that the National Health 
Board be composed of five persons :—- 

The Director of the National Health Service as Chair- 
man and Accounting Officer; two medical or other 
technical persons, representative of the State Health 
Service; And two persons (non-medical), representative 
of the public, the latter four persons to be appointed by 
the Minister, from nominations by the National Health 
Council, as envisaged in paragraph 16 of Chapter 23 of 
this report. 


(Signed.) B. G. ALEXANDER. 
- W. DE VILLIERS. 

C. L. HENDERSON. 
S. HENRY KEMP, 
R. LUGTENBURG. 


_ 


INDEX. 


Norz.—The following abbreviations have been used where con- 
N. H. S. for National Health Service, and S.A. for 


venient : 
South Africa or South African. 
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